SECTION 1: NEEDS ASSESSMENT AND IDENTIFICATION OF THE STATE'S
TARGETED AT-RISK COMMUNITIES

Selection of Targeted Communities

The North Carolina Maternal, Infant, and Early @hibod Home Visiting Program (NC-
MIECHV) will serve seven targeted communities otdén the state. North Carolina underwent
an RFA process in April 2011 to identify the tasgetommunities we proposed to serve through
the MICEHV FY 2010 formula grant funding. The RFAsvissued to all 100 counties in the
state from the Children and Youth Branch in the Wais and Children’s Health Section,
Division of Public Health (DPH) seeking local agerscinterested in implementing evidence-
based home visiting programs with model fidelityaispecified geographic area. To comply
with Federal guidance that requires a subset df-h&ed counties be identified, North Carolina
used indicators described in the HRSA Funding Opdly Announcement (FOA) in
combination with other county specific data to iiigrthe 30 counties with the highest need.
These 30 counties were considered categoricatiybédi to respond to the RFA. Groups formed
of multiple counties were considered categoricaligible if their combined need indicators
would place them within the group of 30 categoficaligible counties. The remaining 70
counties that did not meet the need criteria wise alowed to apply for this RFA if they could
demonstrate a comparable level of need for a spestib-geographical area in the county. No
more than one application per identified geograglhacea was accepted.

NC DPH received 24 applications. Reviewers seleetghit applications to consider in the
second phase of review. In the second phase adwewa team including DPH staff and
consultants from the National Implementation Rede&tetwork (NIRN) conducted site visits.
Following this second phase of review, a seleatimmmittee convened and came to consensus
on five initial programs to fund for FY 2010. Adidimal formula grant monies in FY 2011
permit DPH to expand this funding to support anitéaltal two programs, as noted below.

Targeted Communities Selected:
County/Counties Lead Agency Proposed Initial Funding
EBHV Model Budget Cycle

Buncombe County zip codes 28715, 28748, Buncombe County | Nurse-Family $109,018 | FY 2010

28801, 28803, and 28806 Department of Healthh Partnership

LesseBurke County (excluding pockets of | Barium Springs Healthy Families| $292,105 | FY 2011
affluence in identified neighborhoods) Home for Children | America

Northeast Centrdburham zone (a 120 block Child and Parent Healthy Families| $342,752 | FY 2010
area) in Durham County Support Services America

doing business as
Center for Child and

Family Health

Gaston County (38 census tracts) Gaston County Nurse-Family $410,593 | FY 2010
Health Department | Partnership

Northampton, Hertford, Halifax and Northampton County| Nurse-Family $437,676 | FY 2010

EdgecombeCounties Health Department | Partnership

Robeson and ColumbusCounties Robeson County Nurse-Family $414,990 | FY 2011
Health Department | Partnership

Yancey and Mitchell Counties Toe River Health Healthy Families| $263,179 | FY 2010
District America
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A summary of the seven targeted communities’ nesdsssments and existing resources
follows.

Needs Assessment

Buncombe

Buncombe County has a population of more than 280p@ople with 1,530 Medicaid births in
2009. Of these births, 534 or 35% were first tim@ms. Approximately 14% of all residents are
living at or below the poverty level. Currentlyg% of all births are to women with Medicaid.
51.3% of first time Medicaid mothers reside in dig limits and 41.4% reside in the western
section of the county. A significant racial dispaexists in Buncombe County infant deaths:
Black babies are almost twice as likely to die r@svehite babies. The 2004-2008 infant death
rate for Buncombe County whites is 5.9 comparetilt@ for blacks and the 2004-2008 low
birth weight rate for whites was 8.4 and for blagkss 14.2 (NC Vital Statistics).

Nurse-Family Partnership (NFP) has been implemeintéie county successfully since October
2009 and is currently serving 100 first time lowome women. Buncombe County Department
of Health (BCDH) has 78 women qualified for NFPsthiscal year who have not been able to be
enrolled since the program is full. BCDH is requegbne additional NFP nurse to build
capacity to serve an additional 25 women for d witd25 women in Buncombe County. BCDH
has aligned itself with key partners willing toeefind support NFP. The NFP Advisory
Committee meetings and agency Leadership Teammgeeterve as vehicles to assist in the
referral process. All referrals are centralizeatigh the Pregnancy Care Management risk
assessment. Additionally, NFP receives referralsifthe Mission Hospitals, MAHEC Family
and MAHEC Women’s Health Center, WIC, School Nuysesk-in service for pregnancy
testing, and all the major obstetric providers imBombe County.

Buncombe County is fortunate to have a communiti wibroad array of organizations
serving the needs of children who coordinate sesvio support of families. Families who are
not followed through the Neonatal follow-up or N&f offered Care Coordination for

Children (formerly Child Service Coordination) tigh BCDH. Buncombe County has an
Interagency Management Team (IMT) that providesagéeadership around child health
issues in this county. IMT agencies include DSydvenent of Juvenile Justice, BCDH, both
school systems, all major mental health agencyesgmtatives, Western Highlands (our local
management entity), and Community Care of WestemN\Carolina. BCDH NFP has
established a strong network of supportive res@uircen these agencies to support families as
they transition out of NFP.

Burke County

While Burke County was not included in the 30 catemlly eligible counties, there is a
significant portion of the county in which the nded home visiting services is as great as, or
greater than, many of the categorically eligiblarttes referred to as the “Lesser Burke
Geographical Catchment Area.” There is not a cleay to define a sub-county area that does
not eliminate a large number of families who wolbidghefit from home visiting services;
however, there are pockets of affluence throughtmaitounty that are easily identified. As such
the Lesser Burke Geographic Catchment Area is éefas Burke County minus the identified
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pockets of affluence. Those affluent areas aranddfas neighborhoods and subdivisions where
the average home prices are greater than $15000.0

Within Burke County, sub-county data for risk iraliars are not available. However, county-
level data indicates significant need for improvetria maternal and child health. Burke County
has high rates of infant mortality, domestic vi@enand poverty. The county has th& 10
highest unemployment rate in North Carolina (14.52%ere than 21% of children were living
below the poverty level in Burke in 2009. Locahgol officials reported 60% of the children
enrolled in 2010 qualified for income-based fregdieed-price lunch. In 2009, 64.05% of the
total 970 births were Medicaid eligible which igher than the NC state rate of 51.7% and
higher than comparable peer counties’ average 8P59 Rates of prenatal care entry are low.

Additional MIECHYV funds will support the expansiofthe Catawba Valley Healthy Families
(CVHF) program, a program of Barium Springs HomeGaildren and an accredited Healthy
Families America (HFA) site. To identify Burke’sdt-time parents with the most intensive
needs, referring workers throughout the county Hmeen trained to screen families based on
stress indicators by the Catawba Valley Healthy ikasnProgram Director. Burke County
Health Department and Blue Ridge Health Care miagertajority of referrals; referrals are also
made by local obstetrics practices, the Departrae8ocial Services, Burke County Public
Schools, local counseling agencies, the CDSA, auliggrics practices. Through CVHF's
partnership with Medical Heights Ob/Gyn, a scresfefral form was developed that is now used
as a universal screen/ referral form for medicalters, DSS, Child Care Connections, and
other referring sources. CVHF convenes a Refematd3s Workgroup now known as the Burke
Perinatal Support Collaborative (BPSC) charged #ithtask of more fully developing a referral
process for Burke County pre-birth to five famili@he group has been meeting regularly since
2006 and has gradually added new needed members.

CVHF is an established program successfully enggiggrtarget population, resulting in solid
outcomes for children and families some of whicliehbeen documented in published
research. (1) CVHF is well integrated into Burke&ly childhood system, and a leader in the
County in facilitating successful collaborationsetmsure the best use of limited resources.
CVHF is governed by its Advisory Committee of cbltmative partners whose primary
function is advising in planning, implementationdsevaluation of program related activities.
Additionally, CVHF will work to recruit representaes from Mental Health, Head Start, and
Smart Start. Further, regarding the “local capatdtintegrate the proposed home visiting
services into an early childhood system,” staketrialdhave expressed a desire for expanded
CVHF services since the program’s inception. C\4E conducted annual Parent, Consumer,
and Staff Satisfaction Surveys soliciting feedbfokn all parents served, all referring workers,
funders, and those within our community with whoma routinely collaborate to provide
services to vulnerable children and families. Ardrsusveys routinely document need for
expanded services to adequately meet the need tdrget population in our community.

Durham

The East Durham Children’s Initiative (EDCI) op@&stvithin the well-established East Durham
neighborhood and consists of a 120-block contigwwaa (1.2 square miles) east of downtown
Durham. The EDCI population of 7,888 has approxatya200 births each year. The
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neighborhood is 70% African American, 20% Hispaaitg 10% other ethnic groups; there are
high levels of crime, teen pregnancy, poverty, dugpate, family violence, and lack of school
readiness. Based on the Harlem Children’s Zone mtideEDCI project has created a vision of
a “pipeline of services,” beginning with intensevsees for the 0-5 population in this
neighborhood. EDCI will achieve this milestone tigh several interventions designed to
improve child-rearing strategies, stabilize fansjiand promote understanding of baby and
toddler development.

There are two home visiting programs currently apeg in Durham: Healthy Familiddurham
and an Early Head Stdrome-based program. At present, there are sevex@ianisms for
referring families to the home visiting prograburham Connectsa program run
collaboratively by Durham County Health Departméing Center for Child and Family Policy,
and the Center for Child and Family Health, prosidereening and referrals to the existing
Healthy Families Durhanprogram in Durham, including the EDCI neighborhdddrham
Connectss a universal, nurse home visiting program desigio address maternal and infant
needs immediately following discharge from thetbirg hospitalDurham Connectprovides up
to three nurse home visits following birth and @ouning to approximately ten weeks of age and
has an approximate 69% penetration rate of actuakhvisits for all births in the county. Two
secondary methods of screening and identifying lfemare active: Pregnancy Care Managers
and social workers at Duke Primary Children’s Gard Lincoln Community Health Center
screen and refer families. This multi method reflesiystem assures that high risk families,
across socioeconomic groups, are likely to be ifledtand referred to the home visiting
program proposed here.

Though there are two home visiting programs in Rorhcapacity is limited and, at present,
cannot address the needs in the EDCI neighborhbBedlthy Families Durhars present

funding sources have limited services to first-tipaeents only, and the program is already at
capacity. The Early Head Start home-based progsazompletely full at present, has very little
client turnover, and has a waiting list. In ordeiricrease capacity in the EDCI neighborhood,
we are proposing to expahtealthy Families Durhanreferred to aslealthy Families East
Durham to serve an additional 45 families and not justtime parents in this high need target
area.

Healthy Families East Durham is supported by extensollaboration in the community,
including health, mental health, substance abus®gdtic violence and social service partners.
Previous research studies conducted by the Ceat@thiild and Family Health have required the
creation of agreements around data collection ssaun Durham Department of Social Services
and Duke Community Health. These agreements willesas the springboard for partnerships
necessary to gather the benchmark data requirgtifogrant. Letters of support from
community stakeholders were enumerated in the NEQWYV State Plan.

Gaston

The Gaston County Health Department (GCHD) providesincome women with high- and
low-risk obstetric care and delivery services.spite of delivery of support to this population, in
2009, Gaston County’s Infant Mortality Rate was31@s compared to the state rate of 7.9. (2)
Significant racial and ethnic health disparities avident in the county’s pre-term and low birth
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weight rates, as well as the infant mortality rate2009, Gaston County’s infant mortality rate
was 25.6 for all minority groups, in comparisontwihe white population’s rate of 6.1. Gaston
County also experiences high rates of teen pregnéate entry to prenatal care, and smoking
during pregnancy. Gaston County has a large papuolaf long-term unemployed and
underemployed residents. GCHD is uniquely positioimeimplement NFP as Gaston County’s
largest obstetrical practice (42% of all birth01.0).

There is currently one existing home visiting paorgr the Post-partum Newborn Home Visiting
program.There are currently no mechanisms for collabortisereening, identifying, and
referring clients among the six programs that sésweincome mothers in Gaston County: (1)
PAT; (2) Care Coordination for Children Program); P3egnancy Medical Home Program; (4)
Healthy Beginnings; (5) Post-partum Newborn Homsififig; and, (5) Adolescent Parenting
Program. Each program uses its own networks tq fiaeten, and enroll clients. In January
2011, staff from these programs and Community HeRdtrtners (CHP) endorsed NFP, and
agreed for it to have “first pick” to enroll clientgiven its strict enrollment criteria. The
Pregnancy Medical Home Program and Care Coordimé&ioChildren Program will defer care
management activities to NFP for women and childndats care. Each of the cited agencies will
sign a Memorandum of Understanding confirming @sxmitment to a centralized referral
system. The existing PAT program will collaboratiéwGCHD to fully integrate this home
visiting program with NFP and our county’s othertemaal and child service programs. GCHD
will expand its Healthy Beginnings Advisory Boaadldecome the Healthy Beginnings /NFP
Community Advisory Board, as both programs addiiesseeds of low-income mothers and
their children. With plans for a centralized intakéerral system by organizations that offer
maternity and early childhood programs, the aréitad support of health, medical, and human
service agencies, and a joint Healthy BeginningsP Community Advisory Board, GCHD has
the capacity to successfully develop an integratety childhood system.

Northampton, Halifax, Hertford and Edgecombe

The project area consists of four contiguous cegnicdgecombe, Halifax, Hertford, and
Northampton) in the northeastern region of theestalhe four counties had a total population of
149,854 residents in 2009. The non-white poputaiiecluding Latinos, is now a growing
majority. Unemployment rates in the project areatagh in comparison to the state as a whole;
both Edgecombe and Halifax were among the 25 veorgtties in NC for unemployment.
Approximately a third of all children in this regi@xperience poverty as compared to less than a
guarter at the state level. These counties struggiehigher rates of child abuse and neglect,
school drop out, and poor birth outcomes (low biveight and infant mortality) than North
Carolina as a state.

These four counties have a long history of worlanfiaboratively with their partners to address
and develop creative solutions to many of the eingkes faced by their respective populations.
One home visiting program currently operates is¢heounties, PAT, with support from non-
home visiting programs, the Incredible Years, andyEHead Start. PAT is provided by the
Choanoke Area Development Association in Hertfoodi@y and by Edgecombe County
Schools for tier families. Approximately 215 faresiare being served in Edgecombe,
Northampton and Hertford counties. Incredible Yd2agent Training Program is offered to
families who have children ages 3-5. Approximag&3Q families are served in Edgecombe

North Carolina MIECHV Program ade 5 of 59



County by the Down East Partnership for Childréong with More at Four (the local Smart
Start agency). Early Head Start (EHS) is delivaneder the auspices of CADA, does not have a
home-visiting component, and is currently servirtgtal of 86 children representing 75 families
in Halifax, Hertford and Northampton counties.

All four Health Departments use the mandated stadeided forms and screening tools to screen
and refer pregnant women and young children.. Upgolementation of the NFP Program, this
process will become even more consistent acros®timeounties as fidelity measures are put
into operation. Several additional service orgatinra and practitioners will serve as referral
sources, including local obstetricians and hospi@unty Departments of Social Services and
the school system. Media campaigns using local papexs and radio stations will also be
implemented to reach the underserved target auelidiicmaterials will also be translated into
Spanish to reach the Latino seasonal migrant faonkevs.

Each of the four counties has several componemsssary to develop a coordinated early
childhood system. The Local Partnership for Chitdreeach county is responsible for
developing a comprehensive community-based eailgheddod system with a goal of
strengthening families and ensuring that youngdeeii are healthy and ready to succeed when
they enter kindergarten. Also, each Health Depantrhas developed its own system to
coordinate care for pregnant mothers and youngli@nlto ensure access to the appropriate
services and supports. The four counties haveggaated in cross-county collaborative
processes previously. Furthermore, once fundirgmdirmed, a Community Advisory Board
will be established to act as the governance bodthke proposed initiative.

Robeson and Columbus

Robeson and Columbus counties are located in sastér@ North Carolina, and struggle with
persistent maternal and child health and socioanandisparities. These counties are unique in
their racial and ethnic minority populations: ové&26 of Robeson’s 130,000 member population
is comprised of minorities; approximately 40% ofl@obus residents are minority. In 2009,
there were 2,522 total births in Robeson Countyh Wj677 to Medicaid recipients and 498 to
mothers ages less than 20. (3) Columbus Countyhatil of 686 births in 2009; 72.85% of
these births were to Medicaid recipients. RobesuhG@olumbus counties experience high rates
of poverty, low-birth weight infants, infant moritgl child fatalities and smoking. A high
percentage of residents live in poverty; 76.6%lulidcen less than 12 months of age in the two
counties are enrolled in Medicaid and received \WtGgram services. Both counties have high
rates of teen pregnancy: in 2009, Robeson’s arteealpregnancy rate was currently is second
for total teen pregnancies in NC, and Columbu® (&)

Robeson County is currently served by several hasigng programs. NFP has been
implemented in Robeson County since February 288%f February 2009, 100 clients were
enrolled in this program. Funded by Smart Starf] FAa home-school-community partnership
that begins at birth and continues through age feeving an average of 35 families annually.
Additionally, since 1995, the RCHD has provided [pubealth nurse services in the home for a
follow-up visit for mothers and infants upon disafrom the hospital. In July 2007, the
program was expanded using Smart Start grant fimaslude non-Medicaid mother/babies.
The program delivered health, social support, an@ducational services to 420 families in
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2010. The county is also served by LRDA Headstang served 231 children in 2009. While
Columbus County Health Department collaboratespadides integral support for several early
childhood programs, including Head Start, themeoidiome visiting program currently serving
this community.

Meetings have been held for potential referral weses as well as for existing referral sources.
Current and existing mechanisms for referrals efpant women to the NFP program in
Robeson and Columbus Counties include the RCHDCatambus County Health Department
clinics, Pregnancy Care Managers, WIC and Commudsisory Board members who are
visible leaders in the community. Additional retdrsources for NFP include other health and
early childhood service providers in both countiHsese agencies and practices were oriented to
NFP at community stakeholder meetings and havesegpd support for the initiative.

Robeson will graduate the first NFP cohort of faesilbeginning in June, 2011. Collaboration
and coordination of programs in the county are amgoPrograms work collaboratively for
referral to all services within the county. Thepweed NFP expansion will build on these
existing relationships and expand them to includei@bus County Health Department’s
existing community alliances.

Yancey and Mitchell

Yancey and Mitchell county are located in the runaluntains of Western North Carolina.
Transportation infrastructure and economic resauace limited; the counties have experienced
extensive job losses. Unemployment rates excegslrsii#es and remain in the double digits.
Approximately a quarter of all children in the twounties live in poverty; over half of all
children are enrolled in free or reduced price stiaeals. (5) Local maternal smoking rates
(Mitchell, 26.3%; Yancey, 20.3%) are higher thaa ¢iiate average (11.9). (6) Children in
Mitchell and Yancey counties suffer health dispesiin access to health and medical care,
health insurance coverage and dental services.

While Mitchell and Yancey counties possess a higkll of need for a coordinated, integrated
home visiting service, both communities have sigaiit strengths and resources to build upon,
including early childhood education programs andhéstic violence programs. Unfortunately,
the primary family support services available irtd¥iell and Yancey counties are agency-based
and reach a limited number of needy children andlfas who are willing to seek them out.
There are currently no intensive home based seraeailable to high risk families.

Pregnancy Care Management (PCM) and Care Cooroingtr Children (CC4C) will serve as
primary referral sources for families. The systefamily support and case management in
Yancey and Mitchell Counties, as elsewhere is esxterand fragmented with some families
receiving extensive services and some few or ndine leadership team of the MY HFA project
will take responsibility for keeping all stakehotdenformed of service and assuring that HFA
home visitors have access to all appropriate r&@fegurces. PCM and CC4C care managers and
HFA home visitors will act as a team to decide whHamilies will be assigned to HFA to avoid
duplication of services.

Local and State capacity
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Local capacities to integrate the home visitingy®es into an early childhood system are
addressed in each local profile above. At the $éatel, North Carolina has strong leadership and
a variety of efforts currently in place to expancoardinated early childhood system. State
capacity to support MIECHYV is detailed in the NCEMIHV Updated State Plan; a summary is
below.

Strong leadership exists in North Carolina to supfie continued development of an early
childhood system. In 2010, the Governor’s officeblkshed North Carolina’s Early Childhood
Advisory Council (ECAC) to be a comprehensive atitie designed to address the whole early
childhood system rather than a subcomponent adysm. The Governor has called upon the
North Carolina ECAC to lead the state in creating sustaining a shared vision for young
children and a comprehensive, integrated systeingbfquality early care and education, family
strengthening, and health services that suppaodtyrelaildren, families, and communities.

The Alliance for Evidence Based Family StrengthgrifnogramgAlliance) funds the
infrastructure or “scaffolding” needed to supparality implementation of evidence-based
programs. This scaffolding may include technicaistance with organizational and community
readiness, model fidelity, quality service delivempd program evaluation. At this time, the
Alliance is collaboratively funding program implemation and scaffolding for Nurse-Family
Partnership, Incredible Years Parenting Programd Sarengthening Families.

In September 2005, the North Carolina Institut&letlicine (IOM) Task Force on Child Abuse
Prevention named the North Carolina Division of RuHealth as the state level agency
responsible for the development and implementaifqerimary child maltreatment prevention
efforts. The Division received a recurring statprapriation to fund a Director to carry out these
activities.

Identified At-Risk Communities

The following communities were identified as beatgisk in the State’s initial needs assessment
but not selected for implementation of the NC MIECHue to limitations of available FY 2010
and FY 2011 funding:

Alamance Randolph
Anson Richmond
Beaufort Rockingham
Bladen Scotland
Cherokee Swain
Duplin Vance
Graham Warren
Greene Washington
Lee Wilson
Lenoir

Martin

McDowell

Montgomery

Nash
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SECTION 2: NORTH CAROLINA HOME VISITING PROGRAM’'S GOALS AND
OBJECTIVES

Goal:

Coordinate an effective statewide planning and @mantation system through a strong alliance
with key partners in early childhood services at 8tate and local levels that ensures all children
grow up in environments that are safe and suppgréiad that maximally promote each child’s
physical, emotional, cognitive and behavioral Healt

Objective 1: Utilize the Governor's Early Childhood Advisory Gmil (ECAC) and other
partnerships to optimize strong and effective lestip, coordination and implementation of the
NC MIECHV Program at both the State and the loeatls.

Strategies:

1.1 Provide updates to the Governor's Seniocidldvisor for Early Childhood at each phase
of the planning, writing and submission of the N@GEX@HV Program. Key partners at the
State and local levels will provide input to theACs Strategic Plan for Early Childhood
being developed by the Council. Early childhoodmpers have deep content expertise in
many of the issues that the ECAC will consider trad expertise can be used to ensure
that the plan created by the ECAC builds on exgssiystems and allows for transformative
next steps in building an effective early childh@ydtem. The ECAC will serve as an
oversight committee for NC MIECHV.

1.2 Continue to utilize the Early Childhood Compesive Grant (ECCS) which resides in the
Division of Public Health, Children and Youth Brdinas a method to move the early
childhood system improvement agenda forward bywdrking collaboratively with the
Governor’s Senior Policy Advisor for Early Childhbto align the goals and resources of
the ECCS grant with the goals and resources offiN@atrolina’s Early Childhood
Advisory Council (ECAC); (2) facilitating progressward a comprehensive early
childhood plan for North Carolina; (3) advancing foung child mental health/social
emotional agenda; (4) strengthening the commitrteensing developmental science and
implementation science to guide all early childhegdgtem building efforts; and (5)
continuing to support the goals of the early chéde education system.

1.3 Continue to involve the Alliance for Strengiting Families to contribute to and support the
NC MIECHV Program. A public-private partnershipfahders of early childhood
initiatives, the Alliance For Evidence-Based FanSlyengthening Programs, was
established to coordinate planning and family feclisiterventions. The group is
composed of the funders for the current eight NFigams in NC and funders of the
evidence based parenting programs:

* The Duke Endowment,

* Kate B. Reynolds Foundation,

* Blue Cross Blue Shield,

» The Division of Public Health, Children and YouthaBch,

» The Division of Mental Health/DD/Substance Abusevi®es,
* The Division of Social Services,

* Head Start,

» The Department of Juvenile Justice,



* The NC Partnership for Children,

* Duke University, and

* Prevent Child Abuse NC.
At least three members of the Alliance have beenatbas members of the Governor’s
Early Childhood Advisory Council which assures arfal pathway of communication
between the two groups.

1.4 In conjunction with early childhood expereszsommend key policy change priorities and

collective action steps.

Objective 2: Educate communities, policy makers and familieshengoals and objectives of
the NC Home Visiting Program during the initial gkhaof planning utilizing a public health
approach.

Strategies:

2.1 Create a continuum of training, education, &aing professional development.

2.2 Encourage and support local coalition spatsadvocacy activities.

2.3 Serve as a centralized source for exchahiggoomation, technical assistance and resource
coordination.

2.4 Present at least four educational sessiomshtyado educate community members.

2.5 Increase the supply of qualified professisnal

2.6 Involve families in education and trainingriorease family awareness of and utilization of
available services and supports.

Objective 3 Implement a strong support network to assist looaimunity service providers
with implementation of evidence based home visitimagels adhering to fidelity requirements

Strategies

3.1 Through the HV funding, expand and sustitesand community public-private entities to
consistently guide early childhood initiatives gdvide resources, technical assistance,
and accountability.

3.2 Promote a high quality workforce providireg\sces for young children and families.

3.3 Identify and create opportunities for adwycand coordination/action at the regional,
national and local levels.

3.4 Promote effective and efficient funding sgges and policies.

3.5 Increase provider awareness of how to wesk tvith local home visiting services and
parent education programs.

3.6 Taking best practice methods from Tripled®p uniform messages across agencies,
disciplines, and organizations.

3.7 Assure that State budget and policies refestipport key system goals.

Objective 4:: Increase the capacity of local partnerships workingoordinate, improve, and
expand delivery of early childhood programs andises.

Strategies
4.1 Contract with the National Implementation &ekearch Network (NIRN) to provide
implementation guidance and capacity building styis for sustainability at the sites



4.2
4.3
4.4
4.5
4.6

4.7
4.8

chosen to implement the HV programs. Through waykvith NIRN, State and local
participants will increase their capacity to coaate, improve, and expand delivery of
early childhood programs and services.

Increase access for all families to quatifpimation and supportive services.

Create local leadership coalitions at theroomity level.

Create learning communities to share bestipes and resources.

Increase early intervention, perinatal depogs and substance abuse. treatment services.
Promote healthy behaviors among all pregwamten and young children to facilitate
information-sharing & referrals across disciplidesystems.

Increase diverse parent representation @i dow state-level coalitions and planning.
Explore policy changes to expand Medicaidilellity for children and pregnant women.

Objective 5 Improve coordination of services for at-risk comnties.

Strategies

5.1
5.2

5.3
5.4

5.5
5.6
5.7

Increase access for all families to quatifpimation and supportive services

Promote collaborative strategies for the naffsictive governance and leadership among
agencies and organizations. Establish workingmuafisenior leaders of relevant agencies
and organizations

Align and integrate service deliveries aciegsncies and organizations

Educate parents about high quality early aackeducation as a support for school
readiness

Increase use of strategies to promote arndisygrental and family involvement

Increase number of eligible families enrolile@vidence based home visitation programs
Increase number of families providing a $afme environment

Objective 6. Ensure accountability with program standards andsmement
mechanisms to track identified outcome indicators.

Strategies

6.1 Work with National Offices of NFP and HFA a8dcial Solutions to create and support a
data system that effectively tracks and measurigd cutcomes identified by the grantor.

6.2 Support local strategic plans to meet idedtiheeds aligned with State and Federal
priorities.

6.3 Assure that HV programs are utilizing appiaerassessment instruments and outcome
indicators to measure progress of the implememtatii@s.

6.4 Increase the quality of parenting supporgpms.

6.5 Increase data linkages and information sharing anadirpartners and agencies.



SECTION 3: SELECTION OF PROPOSED HOME VISITING MOD EL(S) AND
EXPLANATION OF HOW THE MODEL(S) MEET THE NEEDS OF T HE TARGETED
COMMUNITY(IES)

(a) Selection of Approved Evidence-Based Home VisitatModels

The NC MIECHV State Needs Assessmaampleted in September 2010, cataloged and
described a variety of home visiting models andgpams implemented in North Carolina
including four that meet the criteria for evidem@sed: Early Head Start Home Based Option
(EHS/HBO), Healthy Families America (HFA), Nursenfiy Partnership (NFP) and Parents As
Teachers (PAT).

In preparation for completion of the final statampfor the Maternal, Infant, and Early Childhood
Home Visiting program (MIECHV), the NC Division &ublic Health, in tandem with our
stakeholder advisory committee, used $tate Needs Assessminidentify the highest-risk
communities based on thirteen indicators. We thameéned to what degree existing home
visitation programs were successfully addressimgmanity needs based on the risk indicators
and the State’s goals for prevention, as well addtiel of national or state support currently
available from the model developers or purveyos\ahat is needed for expansion. Once the
evidence-based criteria guidance was issued by HRBIBACF through the Home Visiting
Evidence of Effectiveness (HomVEE) stuaye reviewed the findings on the seven home
visitation models which met the evidentiary staddasutlined in HomVEE. We looked at
favorable outcomes (primary and secondary) in elachain as well as the outcome relevance to
the required benchmarks, and the sustained efi@cesach of the seven evidence-based models.
Attention was also given to the unfavorable or ajubus outcomes.

Following these steps, North Carolina elected tu$othe MIECHV formula grant to expand or
enhance EHS/HBO, HFA, NFP and PAT. One of our gfmalthe MIECHYV funding

opportunity is to strengthen our state’s continuafravidenced based home visitation programs
that meets the level and intensity of the needsgif risk families; the four models were chosen
to achieve this purpose for several reasons. itste there was variance in the level, design
and rigor of studies used to determine their eiffeaess, as well as variations in desired
outcomes, in order to address the unmet needs inigliest risk communities, it was concluded
that we must use this funding opportunity to alloaal communities to develop a continuum of
home visiting models as no one program model caet the diverse needs of our at-risk
communities. Secondly, because of the significanéstments already made in the
aforementioned home visitation programs at theeStatl local levels it behooves us, as a State,
to build upon and enhance models already in omerais opposed to adding additional models.
Finally, the State wants to focus resources toigeothe required level of scaffolding to support
communities with quality implementation and mod#herence.

Based on recommendations from our stakeholderghNzarolina elected to use a competitive
process (RFA) for the selection of the at-risk camities to provide evidence-based home
visiting services and consequently the actual nsottelt will be implemented. In their
applications, communities proposed which of theefentioned model or models would meet
the unique needs of their community. North Caslaquested and received written approval
from the model developers and/or purveyors of EHEIHHFA, NFP and PAT. For MIECHV



FY 2011, North Carolina will continue to supporéftimitial five communities selected in the
RFA process, in addition to supporting two othé&ssidentified through the initial RFA process
as having strong applications but for whom thereavirradequate funds in FY 2010.

At-Risk Community Model Selected by the Community Based on Needs
Assessment

Buncombe County Zip Codes 28715, 28748, 28803 and

28806 Nurse-Family Partnership —Expansion

East Durham County (a 120-block contiguous aret. eas

of downtown Durham) Healthy Families America- Parents As Teachers —
Expansion

Gaston County 38 Census Tracks Nurse-Family Patipe—Start Up

Northeast Collaborative: Edgecombe, Halifax, Hedfo

and Northampton Counties Nurse-Family Partnership — Start Up

Mitchell and Yancey Counties Healthy Families Aioar Start Up

FY 2011

LesseBurke County (excluding pockets of affluence in

identified neighborhoods) Healthy Families America —Expansion

Robeson and ColumbusCounties
Nurse-Family Partnership — Expansion

Based on the selection process outlined above hNEatolina will implemenHealthy Families
Americg an integratetHealthy Families America and Parents As Teaclpeogram, andNurse-
Family Partnershign the seven targeted communities. These prognaeet the evidence-based
criteria and are included in Appendix B of the Affable Care Act Maternal, Infant, and Early
Childhood Home Visiting Program Supplemental Infation Request for the Submission of the
Updated State Plan for a State Home Visiting Progra

Discussion of Selected Models

As our State’s competitive process selected thféleecfour proposed models, we will limit
discussion in this section to HFA, NFP, and PATm@aunities newly identified for MIECHV
FY 2011 are identified below, in addition to a suamnof those selected for FY 2010 funding.

Nurse-Family Partnership

Fit with Selected At-Risk Communities

The HOmVEE study found NFP to have the most faverabpacts with 23 primary outcomes
and 41 secondary outcomes of the reviewed modgI8IKP will be newly implemented in
seven at-risk communities (Edgecombe, Gaston, &aliertford, and Northampton and
Columbus Counties) and expanded in targeted hglharieas in Buncombe and Robeson
Counties. The proposed expansion of Robeson CeUNBP was not included in North
Carolina’s State Plan for MIECHV FY 2010 funds; ditehal funds in FY 2011 now allow us to
support this program.

Robeson and Columbus CountiesRobeson and Columbus counties are located ifmsastern
North Carolina, and struggle with persistent heatid socioeconomic disparities. The counties
experience high rates of low-birth weight infartéant mortality, child fatalities and smoking.

Model SelectionRobeson County chooses to expand their currentfpd&gram to serve
additional Robeson County residents and residdr@®lumbus County. NFP was selected as



the intensive home visiting program model for thesenties as NFP has been found effective
for target populations (low income African-Ameri¢&@aucasian, and Hispanic women/teens)
and in rural communities. Additionally, NFP has a&strated positive outcomes on community
risk factors. The following outcomes have been pleamong trial participants in at least one
randomized, controlled trial of the NFP programpioved pregnancy outcomes (35% fewer
cases of pregnancy-induced hypertension; 79% rexiuict preterm delivery among women who
smoke cigarettes), greater intervals between sulesg¢gregnancies (including a 28-month
greater interval between the pregnancies of tisédind second child among low-income,
unmarried group); improved child health and develept (including a 48% reduction in state-
verified reports of child abuse and neglect bycchje 15); increased school readiness
(including a 50% reduction in language delays dticdge 21 months), decreased involvement
with the criminal justice system (including 59% wetion in child arrests at age 15), and
increased self-sufficiency (83% increase in laloocé participation by the mother by the child's
fourth birthday). (8)

Current implementation of NFP in Robeson Countyswgport from referral sources in the
county and surrounding region as previously mertionThe proposed expansion also has the
support of several new referral sources locatelalumbus County. The NFP program fits with
current initiatives, priorities, organizationalwsttures and supports as well as the community
value system. This project has a broad base gfsti;mn Robeson and Columbus counties and
includes a true community-wide effort to addresaltier pregnancies and babies by bringing
together a close collaboration among the schoaésysind the health department while at the
same time engaging key community partners to peosighport and services that are beyond the
scope of this project.

Readiness to ImplemenRobeson County Health Department’s capacity to émgnt the
program as intended is evidenced by current suaeiisshe NFP model for over two years.
Current program enroliment data indicate that tfegy@m is at capacity with 100 clients
currently enrolled and steadily growing referr&sogram participants have high breastfeeding
rates (63%), experience a 71% reduction in physibake/ domestic violence, and have high
school enroliment (50%).

Northeast Collaborative (Edgecombe, Halifax, Hertfod, and Northampton) : The four
counties represented in Northeast NFP Collaboratigeural, economically depressed, and lack
resources available in other regions of the statkeagross the country. In response to these
needs, Action for Children North Carolina, beganuti-county collaborative in 2009. A
community needs assessment conducted by this oddite began consideration of NFP.

Model SelectionNFP was selected as the intensive home visitingrara model for
Edgecombe, Halifax, Hertford, and Northampton Cmsnbased on the following:

As noted in the work by Dr. David Rubin of the G@inén’s Hospital of Philadelphia, NFP
implementation is effective in the rural settin(®. NFP has been found effective for target
populations (low income African-American, Caucas@amd Hispanic women/teens).

NFP has demonstrated positive outcomes on commuisityactors. The following outcomes
have been observed among trial participants ieagtlone randomized, controlled trial of the
NFP program: improved pregnancy outcomes (35% feases of pregnancy-induced



hypertension; 79% reduction in preterm delivery aghwomen who smoke cigarettes), greater
intervals between subsequent pregnancies (inclual2grmonth greater interval between the
pregnancies of the first and second child amongitmeme, unmarried group); improved child
health and development (including a 48% reductiostate-verified reports of child abuse and
neglect by child age 15); increased school readifiasluding a 50% reduction in language
delays at child age 21 months), decreased involaemigh the criminal justice system

(including 59% reduction in child arrests at agg &8d increased self-sufficiency (83% increase
in labor force participation by the mother by tiéa's fourth birthday). (10)

Readiness to ImplemenSince January 2010, various constituents, pafiakers and heads of
human service agencies have continued to meetdledtively plan to ready the community for
implementation of NFP. The Northampton County HeBlepartment was selected as the
implementing agency. The Northeast NFP Collaboeatras provided provisional approval to
implement pending dedicated funding on May 26, 20)the NSO. A readiness assessment
onsite visit completed by DPH and NIRN on May 2812 revealed a well prepared
implementing agency and community collaboratiorttos project. While these communities
have little prior experience in the implementatadran evidence-based model, they do have
experience with engagement of the target populdbtioough a variety of health and family
support programs. It is understood that this sitenged additional supports in implementation
which will be addressed through the NSO as welthesugh support from DPH and NIRN.

Gaston County — 38 Census Track<saston County is in the Southern Piedmont of INort
Carolina. Gaston County consistently exceeds thte $tverages in infant mortality, teen
pregnancies, late entry to or no prenatal care,iddetibirths, mothers who smoke during
pregnancy, and births to single mothers. NFP vallrhplemented in the portion of Gaston
County with the highest incidence of risk factdrattcontribute to poor birth and child
development outcomes.

Model Selectionin selecting NFP, Gaston intends to help first-tito&r income mothers have
healthy births, return to school, achieve finansglf-sufficiency through meaningful
employment, and raise healthy, capable, secureaeadiemically capable children. Specifically,
NFP was selected because it has been found g8doti target populations (low income
African-American, Caucasian, and Hispanic women&geAdditionally, NFP has demonstrated
positive outcomes on community risk factors. TH&Wing outcomes have been observed
among trial participants in at least one randomizedtrolled trial of the NFP program:
improved pregnancy outcomes (35% fewer cases gharey-induced hypertension; 79%
reduction in preterm delivery among women who smwogarettes), greater intervals between
subsequent pregnancies (including a 28-month gredérval between the pregnancies of the
first and second child among low-income, unmargealip); improved child health and
development (including a 48% reduction in statef\eel reports of child abuse and neglect by
child age 15); increased school readiness (inctudib0% reduction in language delays at child
age 21 months), decreased involvement with theigahjustice system (including 59%
reduction in child arrests at age 15), and increéasdf-sufficiency (83% increase in labor force
participation by the mother by the child's fourththday). (11)



Readiness to ImplementThe Gaston County Department of Health (GCDHhés

implementing agency and has completed nine morithoning with support from Prevent
Child Abuse NC. In spring 2011, GCDH was provisitypapproved pending funding by the
NSO in April 2011 to implement the model. A readis@ssessment onsite visit completed by
DPH and NIRN on May 24, 2011 revealed a well pregamplementing agency and community
collaboration for this project. The implementirgeacy has prior experience with the
implementation of evidence-based programs. Impléatiem support will be provided through
the National Service Office of NFP as well as tlgiosupport from DPH and NIRN.

Buncombe County Zip Codes 28715, 28748, 28803 artBRG Buncombe County is the only
county in Western North Carolina considered urlsam.greater numbers of persons live in
extreme poverty (at or below 50% of the federalgrvlevel) in Buncombe County than in Tier
1 counties. (12) The targeted zip codes have laggsrof low birth weights, crime, school
dropout, poor school performancé®(@rade testing), high Medicaid births, and teemypagcies.
While child maltreatment rates could not be brolewn by zip code, 43% of substantiated
cases were from the targeted sub-population gebgrapea.

Model SelectionBuncombe County is expanding their current NFP gaogfrom four to five
nurse home visitors. The Buncombe County DepartifBdDH) of Health is the implementing
agency and has implemented NFP since October Za9of the North Carolina NFP Initiative,
this community has taken a distinctive approadénr selection, adoption, and funding of NFP.
Buncombe County first began exploring the possibdi implementing NFP in May 2007; in
2009, the county reclassified four existing nuresifoons and half time data support from
existing resources. BCDH sought funding from theigdon of Public Health to fill the gaps in
local funding. DPH and the three foundations #ratcurrently funding other NFP sites across
the State, through the Alliance, agreed to fundigtecosts and provide funding for the NFP
nurse supervisor position. Buncombe County recefuading in July 2009 and implementation
began in October 2009. BCDH achieved a full cagetdal 00 first time low income moms
within the first 9 months. Buncombe County prow@®% of the funding for their current NFP
project through local funds (57%) and Medicaid rexes (3%). This is noteworthy as the other
NC NFP sites receive 100% funding through the Altefor implementation and may serve as
an example for sustainability beyond the MIECHVmgrunding period.

Readiness to ImplemenBuncombe NFP is at capacity and has had to turly a&aligible
clients this fiscal year. This demonstrates thalrieeexpand NFP by one nurse home visitor to
meet the needs of the targeted sub geographiaalB&DH has met all of the implementation
guidelines set by NSO to assure model fidelity bade been approved to expand. A readiness
assessment onsite visit completed by DPH and NIRNlay 23, 2011 revealed a well prepared
implementing agency and community collaborationtfos project. While these communities
have little prior experience in the implementatadran evidence-based model, they do have
experience with engagement of the target populdtioyugh a variety of health and family
support programs. Implementation support for thigamsion will be provided through the
National Service Office of NFP as well as throughsultation and TA from DPH and NIRN.

Healthy Families America




Fit with Selected At-Risk CommunitieShe HomVEE study found HFA to have 10 primary
outcomes and 20 secondary outcomes favorable oecomChild Health, Child Development
and School Readiness, Reductions in Child MaltreatpPositive Parenting Practices, Family
Economic Self-Sufficiency, Linkages and Referrél8) HFA will be implemented in three at-
risk communities: the Lesser Burke County commuyrathd Mitchell and Yancey Counties The
Lesser Burke County community was not included amth Carolina’s State Plan for MIECHV
FY 2010 funds; additional funds in FY 2011 now @allos to support this program.

Lesser Burke County: Located in western North Carolina, the LessekBuBeographic
Catchment Area is defined as Burke County minusdésetified pockets of affluence. Those
affluent areas are defined as neighborhoods andh\gsions where the average home prices are
greater than $150,000.00. County-level data indgaignificant need for improvement in
maternal and child health. Burke County has higésraf infant mortality, domestic violence,
and poverty. The county has thé"Ifighest unemployment rate in North Carolina (12652
More than 21% of children were living below the pay level in Burke in 2009. Local school
officials reported 60% of the children enrolled2®10 qualified for income-based free/reduced-
price lunch. In 2009, 64.05% of the total 970Hhsrvere Medicaid eligible which is higher than
the NC state rate of 51.7% and higher than compap®er counties’ average of 59.8%. Rates
of prenatal care entry are low.

Model SelectionCVHF is an accredited site of HFA that has beereassgfully providing

services to its target population in Burke Coumtgs June of 2000Che Catawba Valley

Healthy Families program (CVHMR)@as an 11 year track record of success in a nuailzgeas.

A sample of CVHF outcomes demonstrates the effextgs of the HFA model at addressing the
needs of Burke’s expectant mothers and new parénése include: 1) The graduates of the
CVHF program show significant change between pnd-f@ost-test scores on a standardized
measure of positive parenting attitudes (i.e. Atalt-Adolescent Parenting Inventory) which
suggests a substantial shift away from attitudelspaiactices that have been associated with child
maltreatment; 2) When compared to their age pehbisiren whose families graduated from
CVHF exhibit higher levels of social and emotionaimpetence as measured by the frequency
with which they display social and behavioral chadles; 3) The rate of Rapid Repeat Births is
significantly less for CVHF participants (18%) thimm a comparison group (30%); 4) 100% of
the families completing the CVHF program show auatin in risk factors present at the time of
enrollment; 5) In SFY ’'08-'09, 100% (99/99) of paipating parents/couples reported regularly
reading to their babies/children on average 5.46 gar week; and, 6) During SFY '08-'09, out
of 60 individual parents who have graduated from@VHF program and who represent 51
families, there were no substantiations of abuggdiceas determined by data obtained by the
Burke County Department of Social Services usimgNIC Child Protective Services Central
Registry. (14)

A total of 228 families screened positive for CVBEtvices in SFY '09-'10. Due to limited
capacity, CVHF enrolled only 16. Annually, CVHFetves, on average 100-130 referrals and,
is only able to enroll 15-18 families per year.

Readiness to Implemen€VHF is an accredited site of HFA that has beemrassfully
providing services to its target population in Bai®ounty since June, 2000. A sample of



outcomes from that time to the present demonstinetsuccess CVHF has had in serving
Burke’s at-risk parents; they include: 96% of cteld assessed using a standardized
developmental assessment tool have been in thetalbrange; 100% of participating families
have been connected with a medical home; 100%ilafreh have received scheduled well-
visits; 100% of children received immunizationssahedule; only 2.7% of participating
individuals in the high-risk families CVHF targdtave had a substantiation of child
maltreatment; and, since CVHF began tracking sabistaons of child maltreatment of
graduating participants in SFY '06-'07 there haeet no substantiations of maltreatment for
individuals in that group.

Toe River Health District (Mitchell and Yancey Courties) : Mitchell and Yancey Counties

are two of the three counties which make up theRioer Health District. These counties
struggle with persistent poverty and related s@aonomic problems, such as low literacy rates,
high school drop-out rates, unemployment andundgt@yment,

Model SelectionWhile these communities considered all four of $ttate’s selected models,
HFA and the NFP were found to have the best mattthmeeting community needs. While
NFP met more of the desired outcomes of the comptiman HFA, it was concluded that HFA
would be a “better fit” for these rural communitisthis time. Examples of “goodness of fit”
for HFA vs. NFP include: HFA allows local prograthe flexibility to design services
specifically to meet the unique needs of familied the rural community; Low number of first-
time low income births would be prohibitive for ilementation of an eight or four nurse NFP
team; Clients may enter the program prenatally atad up to the"3month of life of the target
child and does not have to be a first time liveéhbio the targeted woman; and Research shows
favorable outcomes in: child health, child develemtrand school readiness, reductions in child
maltreatment, positive parenting practices, faradgnomic self-sufficiency, linkages and
referrals.

Readiness to Implement®he readiness assessment onsite visit to MitchellYaancey Counties
on May 24, 2011 revealed a strong understandinigeomodel selected, commitment to the
critical elements, and community collaboration lois project. Implementation of this project
will be shared between the Toe River Health Disaitd the Mitchell-Yancey Partnership for
Children. While these communities have little peaperience in the implementation of an
evidence-based model, they do have experienceanghgement of the target population. This
site will need additional supports in implementatwhich will be addressed through support
from DPH and NIRN. Additionally, the project coatted with a NC based HFA National Peer
Reviewer to provide model specific support.

Healthy Families AND Parents as Teachers- An Inte@ted Model
Fit with Selected At-Risk CommunitiesAn integrated HFA and PAT program will be
expanded in the City of Durham.

East Durham (1.2 square miles within the City limis of Durham) :The Healthy Families East
Durham will operate in the East Durham Childremgi&tive (EDCI) which consists of a 120-
block contiguous area (1.2 square miles) east whttmvn Durham. This community struggles
with endemic poverty and associated poor healtbovoes.




Model Selection:This project will expand an integrated HFA/PAT rebohto the EDCI
neighborhood and will add three additional Familyport Workers to saturate this highest risk
area. For the past two years, an early childhoadkgvoup has been planning the early
childhood initiative for the EDCI neighborhood. Téigggested service plan pinpointed intensive
home visiting as one of the primary recommendeeveintion strategies in the EDCI
neighborhood. While other models were consideteglcommunity as a whole concluded that
expanding their current Healthy Families Durhamgpam would be most beneficial for a
number of reasons. First, Healthy Families is #-established and respected program in the
community and has been operating in Durham foreldsy, Second, the needs of the EDCI
require an expanded target population to inclubpranant women. The HFA model allows
flexibility with the target population to includeare than first time mothers. Additionally, HFA
lies programs must provide culturally competenvises in order to meet the credentialing
requirements. Healthy Families East Durham expansith serve both English-speaking and
Spanish-speaking families, further increasing tivergity of the client base.

The integrated HFA/PAT™odel is an ideal fit for the East Durham commurttiZA is designed
to deal with the risk factors of family violencegyerty, risk of child abuse, stress, teenage
pregnancy, and self-sufficiency. PAT, conversaydesigned to enhance knowledge of child
development, improve parent/child interaction, ammlease school readiness. Neither model is
enough to meet the needs of the high-risk famihigbe EDCI neighborhood. However, the
HFA structure of implementation combined with tleygho-education of the PAT curriculum
creates a program that deals with both the psydmmsisk factors found in this community and
the need to focus on child development and scheaaliness.

Readiness to Implementiealthy Families East Durhais an expansion of an existing home
visiting program in Durhantealthy Families Durhans a credentialed HFA program. All
Family Support Workers are also trained and cedifo provide the PAT curriculurBorn to
Learn The Healthy Families model, as currently implated in Durham, differs from the
national model in several ways: (1) the Family SurppVorkers are professionals versus
paraprofessionals; (2) there is a specific curdoulised in the home visiting intervention
(PAT); (3) there are intervention modules estalelisfor families with domestic violence,
substance abuse, and maternal depression; artte(Burham program is integrated into the
Center for Child and Family Health (CCFH), whiclopides auxiliary services such as trauma
treatment and psychiatric care for parents andlml, when the need is indicated. In addition to
15 years of successful implementation of this mo@€lIFH has extensive experience in the
implementation of evidence-based programs with ridigity.

North Carolina’s Experience with Implementing Selesdl Models

North Carolina has a long history of leveraging lpuénd private partnerships to support
evidence-based home visiting programs across ate.s$ince 2005, home visiting programs
have been prioritized for funding and support kg state and private foundations. Leadership in
this effort is currently provided by the Governdtarly Childhood Advisory Council (ECAC)

and the Alliance for Evidence-Based Family Streagthg Programs (Alliance). Established in
2010 by the Governor’s Office, the ECAC seeks tilitate the development of a
comprehensive early childhood system, of which hemiting is a crucial component. The



ECAC works collaboratively with the Alliance, a adorative effort of state-level agencies and
private foundations that fund family support anddcmaltreatment prevention programs in NC
that has been meeting since 2006. The Allianceipeswguidance and leadership for the
successful implementation of evidence-based hosigng programs in the state.

In September 2010, the NC-MIECHV State Needs Assesscatalogued the scope of home
visiting services in the state supported by pusid private funds, including: 25 Early Head
Start (EHS) programs (43.53% of infants and toddéee enrolled in the home-based option), six
Healthy Families America (HFA) programs, eight Nufsamily Partnership (NFP) programs,
and 85 Parents As Teachers (PAT) programs. Detgpstéarge number of initiatives, however,
these programs met only a small percentage of imeth@ir communities; the estimated
penetration rate for home visitation services inisl@pproximately 3%.

North Carolina’s Plan for Ensuring Implementation bSelected Models with Fidelity and
Anticipated Challenges

Implementing and sustaining evidence-based progveiths1 an early childhood system
requires implementation capacity. The WCHS hasreoted with the National Implementation
Research Network (NIRN) to support North Carolinefferts to develop the infrastructure
needed within the state to support this outcome.

State infrastructure to support the funded progreimensuring adherence to key or critical

elements to ensure fidelity to each model througdpert to the sites at both the home visitor

and administrative levels is part of this implenaiain capacity. While Prevent Child Abuse

America (the purveyor for HFA) and PAT recommentddeslevel support, it does not require it

for states with multiple sites. However, NFP-NS@sloequire states with multiple

implementing sites to begin to build the necesstate-level administration to support funded
sites. The DPH and Alliance partners have beguwibrk in partnership with the NFP National

Service Office. Developing a solid state infrastane would require five functions to be shared

between DPH and Alliance partners as follows:

1. Nursing Practice Support for NFP home-visiting rag&nd nurse supervisof3PH will
provide this function through hiring a NFP StaterdéuConsultant via this grant;

2. Program Implementation Suppoifthe private foundations will contract with a nprofit
agency; university or other non-governmental ageagyovide the primary lead for this
function with coordination with DPH.

3. Generating and Using Data to Inform Performance iavement DPH will provide this
function via the Data Manager position and the H&&te Nurse Consultant;

4. Advocacy and Political SuppofThe private foundations will contract with a nprofit
agency; university or other non-governmental age¢agyovide the primary lead for this
function; and

5. Fiscal Oversight, Budget Management, and ContrAchministration DPH will provide this
function via the Home Visitation Program DirectoidaBusiness Services Coordinator.

The NSO will ensure that NC provides the aboveregiee drivers for quality implementation.
We will receive consultation and TA from the NSChiglp us build a quality infrastructure to
support NFP. The NSO will help us address andvegbese challenges through training and
technical assistance



HFA or PAT does not require state-level infrasttwet however, our stakeholders have

requested that this be built into programming fomle visiting. The two HFA sites and one

integrated HFA-PAT site will receive the followirsgipports to ensure adherence to model

fidelity:

1. DPH has contracted with the National ImplementaR&search Network (NIRN) to support
all program models.

2. Work will be done with these programs to ensure @rogram elements are implemented.

3. Through this grant we will ensure appropriate fiseaources needed to ensure quality
implementation. We have identified areas in neechahge in the proposed budgets and will
modify them as indicated to support quality impletation, such as increased funding for
data support and training.

4. Another challenge to delivering a program with figeincludes human resources and staff

selection. Through this grant we will assist witbntifying the appropriate human resources

needed and with staff selection.

Support through NIRN to ensure “core drivers” facsessful implementation.

Pre-service and in-service trainings will be supgmiand required as prescribed.

Ongoing consultation and coaching and program ewialu technical assistance. For HFA

and PAT, these elements are not yet developedtatalevel.

No o

Challenges for the HFA and HFA-PAT site include Ik of a formalized consultation/TA and
evaluation system with technical assistance. khalcritical that the National Offices actively
support these models. An additional challenge balpbrogram evaluation technical assistance.
Evaluation drives the quality of implementation alations of model fidelity, consumer and
staff satisfaction, and child/family outcomes aréical components of an agency evaluation
system when delivering evidence-based programswilVaeed to contract with the National
Offices to obtain proficiency in this area. Thealimrea of need is in technical assistance for
guality assurance. Agencies implementing HFA and RAll benefit from using program
evaluation information to improve the quality obgram delivery and outcomes for children and
families. Agencies can enhance services througlestablishment of feedback loops in which
data are used by staff members and agency leageéosénsure high-quality programs. Again,
we will need to contract with the national servizganizations to obtain proficiency in this area.



SECTION 4: IMPLEMENTATION PLAN FOR PROPOSED STATE HOME VISITING
PROGRAM

Process for engaging at-risk community(ies) aroutite proposed State Home Visiting Plan

A collaborative process for engaging the at-risknpmnities was implemented prior to the
release of NC’s RFA for MIECHV FY 2010 funds. Thist step in the process was to engage
Division of Public Health’s key partners in thigtiative. A large and representative group was
convened as the Steering Committee. Consensuseaelsed on the process to move forward
with the Request for Applications. Data were atke and analyzed by State staff to identify
communities at highest risk. A notice to alert coomities to the home visiting funding
opportunity, along with the SIR, was distributeddmtly to local communities on March 31,
2011. Simultaneously, a contract was being pra@tkasthe State level to engage the National
Implementation Research Network to support devetgrof implementation teams at the State
and local levels. The National Offices for therfewidence based programs supported for
implementation in NC were contacted and informabbtained from these expert sources was
made available to potential applicants. A biddeosference was held via webinar on April 13,
2011 and the Q and A document was distributed aml 20, 2011. The webinar was archived
for continued viewing. State staff received anghoesgled to numerous calls for technical
assistance, data interpretation, clarificationssties, and discussion of models and interpretation
of fidelity from across the State. The RequestApplications was distributed on April 6, 2011
and applications were due May 13, 2011.

State’s approach to development of policy and ttiisg standards for NC-MIECHV

The State’s initial step to assure strong suppopblicy and standard development was to assure
that the Governor’s Office, DHHS Office of the Satary, Division of Public Health leadership
and key partners had information on the importafavidence based services, model fidelity,
early childhood systems development accompaniesiipgorting data on proven outcomes.
This effort began many years ago and laid the ghaank for strong interest in the home
visiting program. The Governor’s Senior Policy Agbr for Early Childhood who is facilitating
development of the Governor’s Early Childhood AdvisCouncil (ECAC) was successfully
approached about using the Council as an advigopgo the NC Home Visiting Program.
This arrangement will assure current knowledgevadence based home visiting is available to
all ECAC council members, that this effort will meluded in early childhood system
discussions, and that political and Early Childhteaters will remain involved in the program’s
development and implementation.

Because the State is experienced with evidencellesty childhood programs, there is a strong
appreciation for the importance of model fidelitydas committed to endorsing the National
Models guidance on appropriate implementation. hEEmemmunity grantee chosen to participate
in the NC MIECHYV also agreed to meet the minimurtigyoand standards required by the
model they chose, e.g. NFP or HFA. NC MIECHYV siigl$ receive technical assistance,
consultation, program guidance and monitoring o&galar basis to help assure successful
outcomes.

Plan for working with the national model developsi(



A. Nurse-Family Partnership Model

NC MIECHYV will closely partner with the NFP Natidregervice Office to support NFP
programs. NFP requires a contract between eachitoplementing agency and the national
office that specifies a commitment to implementphegram with fidelity to the model and
specifies the commitments of both the local ageamzythe National Service Office to supporting
program implementation. Renewal of the contractarahgenerally does involve a review of
program performance with the option to renew basethe commitment of the agency to pursue
and achieve good outcomes. (15)

B. Healthy Families America Model
The HFA national office staff will provide trainirgnd technical assistance to help communities
implement the HFA model for all direct service s&id supervisors/program managers. Quality
Assurance staff at the national level are availablerovide technical assistance to programs as
they complete the accreditation process. Sitespuitbue HFA accreditation either as a four-year
individual site accreditation or a four-year mugiie accreditation. To defray costs associated
with the provision of technical assistance to Hiass affiliated sites will pay an annual

affiliation fee. Additionally, HFA program sitesearesponsible for the costs associated with the
HFA Peer Review Team to perform an on-site review.

A timeline for obtaining the curriculum or other mizrials needed
We anticipate a quick timeframe for obtaining ccuta and materials for both the NFP and HFA
programs given North Carolina’s current relatiopshivith NFP and HFA National Offices. We
will link new sites to existing sites for mentoriagd assistance in obtaining materials.

Description of initial and ongoing training and pri@ssional development activities

Local sites will obtain training from the model d@éapers to ensure competency. Additionally,
the State will provide local sites with assistamcaVorkforce development; Staff recruitment
and retention; Additional preparation for entryoiMMFP nurse home visitor positions; Basic
orientation to public health, community health, lebased nursing practice, and/or maternal
child health nursing; Training in evidence basedlels, systems work, implementation science,
evaluation methodologies and analysis, motivatiamakviewing; Early childhood systems
development; Data entry and analysis/review; Qualisurance/ continuous quality
improvement; Program assessment techniques; Supipoxtdel fidelity; and other training
identified to meet local needs.

Plan for recruiting, hiring, and retaining approprate staff for all positions;

State Home Visiting Program:

The North Carolina Division of Public Health ushe Merit-Based Recruitment and Selection
Planto fill positions subject to the State Personnell (6S-126). Consideration is given to
applicants who possess an equivalent combinatioelated training and work experience
commensurate with the minimum job requirementsy@pplicants who meet the minimum
training and experience requirements will be ref@ifior consideration. The DHHS will provide
equal employment opportunity to all applicants withregard to race, religion, color, creed,
national origin, sex, age, disability, or politiedfiliation/influence. All selection decisions are
based solely on job-related criteria and complhhwit federal and state employment laws,
regulations and policies, and will be consisteattplied to promote fairness, diversity and
integrity. It is the commitment of the departmemtecruit qualified applicants and to promote




the recruitment of minorities, women, individualgwdisabilities, and others who may be
under-represented demographically through the tiseumd HR practices and principles.

Preferential treatment will not be given to anywpte organization or individual based on

political affiliation or influence.

The State has hired the Program Director, Lauradomy) who has an MSW and MSPH and
began June 9, 2011. Initial interviews for thesmyy position were held and the position was
reposted. A second round of interviews with new promising applicants is being scheduled.
Similarly the first round of interviews has beend#®r the Business Services Coordinator
position. We are considering reposting for thagifion as well. A data manager position is
being established. DPH Personnel has approvepaigon level and it has been forwarded to
Office of State Personnel for final approval. Weject that all of these positions will be filled
by August or September. The positions will haversy program and supervisory support within
the Children and Youth Branch as well as strongrazom support from the Section, Division,
Department and Governor’s level.

Local Community Programs’ Plans for Recruiting, idg, and Retaining Staff:

Buncombe County Health Department

Buncombe NFP has not lost any staff since impleat&mt began. The new nurse will be hired
based on strong home visiting, prenatal and pediskills. There are strong internal candidates
with Community Health Nursing experience. Buncombdé® offers competitive compensation,
top-rate health insurance and high quality weekltfyesvision.

Burke County Catawba Valley Happy Families

In accordance with HFA standards, CVHF seeks &t@afh diverse backgrounds that have
experience serving culturally and ethnically dieectients. In addition, careful attention is given
to personal qualities that enable FSW/FAWSs to buildting, respectful relationships and
address difficult topics with clients. Program mgemaent is provided by the CVHF Program
Director who provides direct primary coaching/swon to the Program Supervisor. The
Program Supervisor provides direct coaching/supemito the FSW/FAWS.

Gaston County Health Department

GCHD will hire, orient, and train the NFP Supervissho will then take lead responsibility to
recruit four Nurse Home Visitors. All nurses mustehNFP standards; priority will be given to
nurses who have strong cultural and linguistic cetapcies. The NFP Supervisor will help
Nurse Home Visitors enhance their skills and acagdetheir personal and professional
development. When individuals or the team needaquid beyond what the NFP Supervisor can
provide, we will request the assistance of an Néisaltant.

Healthy Families East Durham Plan for Recruiting, Hring and Retention

Healthy Families Durhanexceeds the hiring requirements of both the PA@ehand the HFAN
model. All home visitors foHealthy Families Durhanmust have at least a bachelor’s degree,
with a master’s degree preferred. There are wriitecedures for interviewing and hiring,
overseen by the Human Resource Manager of CCFheaetcruitment of bilingual home
visitors is part of the hiring plan. Staff retemtiis a strength dflealthy Families Durharmas all
current home visitors have been with the prografeast three years. Staff retention is



enhanced by adequate salaries, weekly staff meetvieekly reflective supervision, on-call
supervisors, staff retreats, and ongoing trainirgmeet staffing patterns required by the
national office of HFA, each Family Support WorkeH initially serve 13 families (increasing

to the standard caseload 15 by the end of year and)one half-time supervisor will supervise 3
home visitors. This meets HFA requirements aneéxaeeds the staffing requirements of PAT.
The Healthy Families framework requires reflecupervision, with full-time supervisors
providing for no more than six home visitors. Alh8me visitors with the neWealthy Families
East Durhanmwill receive weekly supervision and have 24/7 ail-supervisor availability.

Northampton’s Plan for Recruitment, Hiring and Retention

A community collaborative approach will be usediloopen NFP nurse positions. All four
Health Departments involved will invest resouraesecruiting Bachelors and Masters level
nurses. The plan will be to announce the jobsages, in order to be cost-effective. To ensure
the cultural and language competency of staff, iipeecruitment strategies will be developed
and targeted to the minority institutions of highearning. The salary range for nurses employed
by the Health Department is the highest in the comitg and makes these positions more
competitive. The NFP guidelines for clinical supsion will be followed.

Robeson County Health Department’s Plan for Recruinent, Hiring and Retention

As part of our ongoing recruitment strategy, RCHibves as a clinical site for several colleges
and universities. During recent student nurseimta, several impressive candidates emerged.
A moderate number of applications are also on fldditionally, the position will be advertised
in-house, as well as through the local Employmertudity Commission. Currently, the NFP
model utilizes weekly reflective practice and swsar site visits every four months for each
nurse home visitor to ensure high quality clinigedctices.

Toe River’s Plan for Recruitment, Hiring and Retenion

The Toe River Health District will contract withetMitchell-Yancey Partnership for Children

for the Program Manager role, offering supervisaod mentoring to support the home visitors’
efforts to meet HFA goals and objectives and faliggand quantity of work. The program
coordinator will serve as the leadership team’s$ejf in implementation of the HFA program.
FSW limited case loads of approximately 15 familiek ensure parents will receive the time
and attention needed to be successful. A high lefveliality supervision will be provided

through collaboration between the program manageitize local health department supervisors.
Local health department supervisors will providédydsupervision for HFA home visitors.

Subcontractor(s)
Subcontractors are not currently a part of the N@D.pIf a change is made to the current plan,
subcontractors will be held to the same requiremastcontractors.

Plan to ensure high quality clinical supervision arreflective practice

NC'’s plan to ensure high quality clinical superersand reflective practice for all home visitors
and supervisors will begin with a capacity-buildingmework. NC proposes to fund the
following staff positions to support the initiativdome Visitation Program Director, State NFP
Nurse Consultant, Program Assistant, and Data Mamag



The Program Director,Laura Louison, MSW, MSPHs responsible for new site development
and community planning to ensure that all local samity grantees have the knowledge, skills,
tools, and support needed to sustain the progrdhgra to model fidelity and build strong
teams. The Director is responsible for fiscal arajpam oversight, evaluation monitoring,
budget management and contracts administration.

TheNFP State Nurse Consultans responsible for clinical oversight to local NEies and
policy and workforce development. This positionwges that all nurse-home visitors and their
supervisors are prepared and supported in dely®FP, with fidelity to the model, to diverse
communities and families and helps local teamgpnét client data for quality improvement. A
master’s degree in nursing or related area andyBags of experience in public health nursing,
including one year in a supervisory capacity isunesgl for this position. Experience as a NFP
Nurse Home Visitor or Supervisor is strongly preder

The range of duties for tHgusiness Services Coordinatancludes administrative and program
support, budget management, program marketingoeugstservice, event planning, report
writing, summarizing/reconciling information or &ncial data, record management, data review,
and contract service monitoring and training fardlostaff. This position will be supervised by
the Program director.

TheHome Visiting Data Manageis responsible for performing collecting and coexpl
statistical analyses of data from a wide varietgaidrces including but not limited to the State
and National Home Visiting Benchmarks/ConstruciRF8S, the National Early Childhood
Home Visiting Survey, and CMIS data. This data wddress all age groups, racial/ethnic
groups, socioeconomic groups, geographic areaskendnvironments in which families
receiving MIECHHYV services are provided. The pasitwill be supervised by the NC MIECHV
Program Director and work closely with the Bestdicas Data Manager and staff in the Best
Practices Unit, and will participate in the devetemt and implementation of the NC Home
Visiting State Plan for the improvement of matermaflant and early childhood home visiting
services.

State staff will work closely with the local implemting communities, the National Offices for
NFP and HFA, the ECAC, and Alliance members to emkigh quality supervision for the
models. Each community grantee will assure thraigbntractual arrangement, monitoring,
support, technical assistance and data analysiptbgrams are providing appropriate and
constructive supervision and reflective supervisitfrappropriate training in reflective
supervision will be arranged for local sites. Hwmme Visiting Program Director and Nurse
Consultant will ensure that clinical supervisioarstards are reviewed regularly with grantees.

The estimated number of families served:

Geographic Area Model Number Families To Be Served
Buncombe County zip codes 28715, NFP 25 families per cohort/one nurse
28748, 28801, 28803, and 28806

LesseBurke County (excluding HFA 24 families first year

pockets of affluence in identified

neighborhoods)

Northeast Centrdburham zone (a HFA/PAT curriculum 45 families per cohort

120 block area) in Durham County




Gaston County (38 census tracts) | NFP 100 families per cohort/ four
nurses

Northampton, Hertford, Halifax NFP 100 families per cohort/ four
and EdgecombeCounties nurses

Robeson and ColumbusCounties NFP 100 families per cohort
Yancey and Mitchell Counties HFA 26 families first year

The programs are projected to serve a total offd20lies in the first year.

A plan for identifying and recruiting participants;

Each community grantee has agreed to identify aodiit participants based on the chosen
model’s criteria. Priority will be given to low-imene eligible families and families in high risk
communities as indicated in the statewide needssas®ent. Even though not all sites indicated
plans for a triage system, this possibility will éeamined with each site for feasibility.
Programs will rely largely on referrals from otlpeograms and family referrals. The Pregnancy
Medical Home program and the Pregnancy Care Managemrogram are excellent sources for
referrals of first time mothers prenatally. Theioty sites also plan to utilize referrals and
outreach resources specific to their county to enfamilies are aware of the services available
through the home visiting models.

A plan for minimizing the attrition rates for partipants enrolled in the program;

NC'’s plan for minimizing the attrition rates fornpaipants enrolled in the community HV
programs emphasizése provision of on-going support and structuredegeby the community
grantees and their stafRecent research suggests that the biggest challertt)é programs is
attrition of clients and staff turnover has beegnitified as having a major impact on clients
leaving the program. All community grantees areaunegl to develop staff retention plans with
support from the State Program Director, as welhasntives for client participation.

An estimated timeline to reach maximum caseloacesch location.

The sites have estimated the following timelines:

* Buncombe: Approximately 6-9 months for a full dasé of 25 clients.
* Burke: Approximately 5-6 months to enroll 24 faredi

e Durham: Enrollment of 39 clients by month 4; 4&cts by end of year.
» Gaston: Approximately 100 participants in nine thsn

* Northampton: Approximately 100 participants inaimonths.

* Robeson: Approximately 100 participants in nine then

* Toe River: Approximately 6-9 months to enroll 2@riilies

Operational plan for the coordination between thegposed home visiting program(s) and
other existing programs and resources in those couomities

The National Implementation Research Network (NIRN) work with key state-level and local
level stakeholders to build implementation capattitpugh their contractual agreement with the
Division of Public Health. NIRN will provide suppaio key Family Strengthening stakeholders
and counties as they begin rolling out the Homat&tisn Initiative in North Carolina. NIRN

will work with the Home Visitation Sites to develdipeir capacity to fully and effectively
implement their evidence-based models so thatttemded outcomes for children and their
families are achieved. Local sites have developeddllowing plans for coordination:



Buncombe County

Buncombe County’s NFP expansion is supported bgidemable community resources and
partners in the county. These resources inclugetnferagency Management Team, a local
consortium of agency health, mental health, jueepistice, education and human services
leaders that provides oversight of targeted casegement and care coordination; Buncombe
County Children’s Collaborative, who promote pulaiareness, advocacy, and collaboration of
agencies, families, and the community; Childrest-gn organization providing advocacy for
children’s issues locally; and the BCDH Leadershgbon Planning Process, a systems
approach to planning for handling key health ptiesiof BCDH.. Additional support is

available from CC4C and Pregnancy case Managenvantwill be referral partners for NFP.

Burke County

CVHF has cultivated a large network of public amidgte collaborative partners to coordinate
access to community resources, including healtimtah&ealth, early childhood, substance
abuse, and domestic violence agencies.

Durham County

The EDCI and thélealthy Families East Durhaexpansion has broad-based community
support. Existing resources include, but are moitéid to, the involvement from more than 30
Durham-based nonprofit organizations, Durham PuBdisools, local businesses, local
philanthropy and Duke University Health System. ED&s the unanimous support of all of
Durham’s local elected officials including: the bam Public School Board, the Durham
County Board of Commissioners, and the Durham Cawyncil. Leaders dburham Connects
the newborn nursing program that will be the pripmaferring agency, have already agreed that
theDurham Connectédvisory Board will merge with the Home Visitingd&isory Board. The
Program Director for thelealthy Families East Durhaexpansion, Jan Williams, LCSW, will
participate in the Local Interagency Coordinatingu@cil (LICC) in order to facilitate blending
this program into the continuum of early childhamivices. The LICC meets monthly to
coordinate, plan, and expand the system of calBeitham for young children; and all agencies
are represented that serve children 0-3 years

Gaston County

GCHD'’s work to improve birth outcomes in Gaston @iyuncludes initiatives to achieve
successful pregnancies, prevent teen pregnanciésiedp new mothers raise healthy infants.
GCHD places great emphasis on issues of materdattald health. Through GCHD'’s
pregnancy prevention and infant mortality reducfpoograms, it has built a trusting relationship
with the Boys and Girls Club of Gaston County, @&ston Family YMCA, the Alliance for
Children and Youth, and our county’s most influehimstitution: the faith community. GCHD
also has a growing relationship with organizatisesving the Latino community. GCHD’s
long-standing relationship with the Gaston Courtiéls focuses primarily on immunizing
students, resolving disease outbreaks, and takiegrals of sexually-active and pregnant teens
from school social workers and nurses. The lagteritically important, as it reflects
cooperation by a school system that does not teaciprehensive sex education.

Northampton



Each of the four counties has several componemsssary to develop a coordinated early
childhood system. The Local Partnership for Chitdreeach county is responsible for
developing a comprehensive community-based eailghedod system with a goal of
strengthening families and ensuring that youngdeeii are healthy and ready to succeed when
they enter kindergarten. Also, each Health Departrhas developed its own system to
coordinate care for pregnant mothers and youngli@nlto ensure access to the appropriate
services and supports. Once funding is confirmedpmmunity Advisory Board, a model
element of the NFP program, will be established with act as the governance body for the
proposed initiative.

Robeson County

The NFP program collaborates and coordinates tivétDepartment of Social Services, all of
the OB/GYNs in the county as well as in surroundiognties, the regional hospital, Community
Innovations for mental health issues, the Childsddévelopmental Service Center for the
region, the public school system, their school esitand social workers, and other key leaders
previously mentioned in our area. These collabonatwill carry over to the expanded operation
and have been discussed with Columbus County Isa@etumbus County partners have been
identified in regards to these issues and resources

Toe River

Toe River’'s HFA program will be supported by mukkigommunity agencies who will share
resources and referrals to support the new progharnthe grant applicant, employer and
program manager Toe River Health District will Bgnoately responsible for the success of the
program. TRHD will enter into contracts with othgartners that have different areas of
expertise and will be responsible for assuring thatterms of the contracts are met, terminating
contracts if necessary and locating new resoucesgure desired outcomes. Program
supervision that assures model fidelity and quagsurance activities will be contracted to the
MYPFC. HFA staff will be employed by the Toe Ritéealth District and located in the
Mitchell and Yancey County Health Departments. ara Children’s Health Services will
provide staffing for the leadership team and indeleat evaluation services. Additionally,
GCHS will assist the Mitchell and Yancey HFA pragravith evaluation. Many of the children
served by the HFA program will be involved with tbeal department of social services.
Membership in the leadership team will allow soskivices staff to have input on the direction
of the program, to provide both informal and forrfedback to other leaders. The leadership
team will keep these key players in the lives afsk children informed and invested in the
program and help ensure that appropriate progrésmaés occur.

A plan for obtaining or modifying data systems fongoing continuous quality improvement
North Carolina will contract with Efforts to Outc@a® (ETO), which is part of the software
company Social Solutions, for a data managemertersy€ETO has been implemented by the
NFP for their case management documentation, adiiecion and data analysis. ETO is also in
the process of developing and implementing datecobn for HFA. Ideally, North Carolina

will begin data collection in ETO as soon as fungeaject activities begin (or continue data
collection, for expansion sites). ETO is poiseddao scale quickly and efficiently within the
state and provides an excellent, reliable web-bss@dn which home visitors will document
their cases.



State’s approach to monitoring, assessing, and soipg implementation with fidelity

NC has contracted with the National Implementai@search Network to provide general and
targeted capacity building (through training an@insive technical assistance) to increase the
knowledge base of key state and county Family §treming stakeholders related to the science
and practice of implementation, systems transfaonaand scale-up of evidence-based
practices. NIRN will guide the development of adewship and implementation team at the state
level that will provide leadership in the planniawgd development of a coordinated system of
supports for the implementation of the evidencestddsome visiting programs.

The local programs will be monitored pursuant & $tate of N.C. contract monitoring policies.
The Home Visiting Initiative staff will serve asmipact administrators and be responsible for
defining objectives, setting timelines, and monitgrthe process and model fidelity throughout
the terms of the contracts. The grantees will baitaced for compliance with performance
requirements related to model fidelity and the ezément of expected outputs and outcomes. If
problems are identified, corrective action planthwepecific timelines and activities must be
developed and monitored for implementation and d@nge. Technical assistance and quality
improvement support will be available to all losdks for fidelity and quality assurance. A data
team at the State level will be monitoring for giyahssurance on a monthly basis.

A discussion of anticipated challenges to maintaigi quality and fidelity

Anticipated challenges to maintaining quality anod®l fidelity include budget challenges, staff
turnover, training and orientation, attrition amdbted issues. With respect to budgets, contracts
will be completed and in place with local sites3gptember 29, 2011. The Business Service
Coordinator will track budget expenditures and msikes they are submitted regularly so that
sites will be reimbursed quickly. NC is experiemglass staff turnover because of economic
challenges, especially at the local levels whemstjpm openings are limited. The State will
work with each site to assure that supports fdf ate implemented and maintained. A
complete orientation at the local and State levilbe provided to staff at the home visiting
sites. The resources and information availableutjn NIRN is interesting and motivates staff to
use their available tools. National level trainimd) be supported and attended by State staff as
well as local.

A list of collaborative public and private partners

NC-MIECHYV will be guided by the Governor’s Early thood Advisory Council (ECAC).

The ECAC has agreed to be the advisory councihi@™NCHYV Program. The Governor has
called upon the North Carolina ECAC to lead théesta creating and sustaining a shared vision
for young children and a comprehensive, integratetiem of high quality early care and
education, family strengthening, and health sesstbat support ready children, families, and
communities. The ECAC will ensure that NC-MIECHVpappriately coordinates with state-
level stakeholders, including the Alliance. Becatl@se group is comprised of most of the key
stakeholders, coordination will be easily faciktat



Assurance that NC MIECHYV is designed to result imnpicipant outcomes noted in the
legislation

The State will support only evidence based progrdnashave been shown through research to
produce the appropriate outcomes. The engagedaddygps are planning at both the state and
local levels and will be working with the selecteddels’ national office(s) to solve data issues
and other challenges that arise. The National Implgation Research Network is contracted to
ensure implementation takes place appropriatelyleads to the anticipated outputs and
outcomes.

Assurance that individualized assessments will baducted of participant families and that
services will be provided in accordance with thasdividual assessments

Each grantee will complete individual assessmentequired in the program models, provide
the appropriate services, and participate in coetinquality improvement and evaluation
activities. Model fidelity is included in the coatt language and will be addressed through
technical assistance as well as monitoring actiwiti

Assurance that services will be provided on a vahry basis
All services will be provided pursuant to modeluggments and clients’ voluntary agreement.
This requirement will be included in the legal gawt language for all grantees.

Assurance that the state will comply with the Maamiance of Effort Requirement

The State of N.C. will not reduce existing fundmgrently being used with evidence-based
models for the purpose of funding the Home Visitinigiative. No supplantation will be allowed
in contracts with local grantees.

Assurances that priority will be given to serveggfile participants
Priority will be given to eligible participants who
* Have low incomes;
» Are pregnant women who have not attained age 21;
* Have a history of child abuse or neglect or haweihteractions with the child welfare
system;
» Have a history of substance abuse or need substbose treatment;
» Are users of tobacco products in the home;
» Have, or have children with, low student achievetnen
» Have children with developmental delays or distibaf
* Are in families that include individuals who arensag or have formerly served in the
armed forces, including such families that have ivens of the armed forces who have
had multiple deployments outside of the United &at
Evidence of this will be collected as part of thecmme data and benchmarks and requirements
for these assurances will be in the contract laggdar each grantee. These areas will be
reviewed through the monitoring and quality asscegorocesses at both the State and local
levels.



SECTION 5: PLAN FOR MEETING LEGISLATIVELY-MANDATED BENCHMARKS

Overarching Data Collection System for Early Childiood in NC

North Carolina will contract with the software coamy Social Solutions to use Efforts to
Outcomes (ETO) for data collection. ETO has begriemented by the NFP for their case
management documentation, data collection andatetysis. ETO is also in the process of
developing and implementing data collection for Hifdeally, North Carolina will begin data
collection in ETO as soon as funded project adtisibegin (or continue data collection, for
expansion sites). ETO is poised to go to scalektyuand efficiently within the state and
provides an excellent, reliable web-based tool icty home visitors will document their
cases. Training via webinars is already availadohel, additional training or technical assistance
can be provided as-needed to ensure everyone wonkth the home visiting programs can
use the data collection tools accurately. ETOrisaaly in place with NFP sites, and can be
integrated with the HFA sites.

Data collection on all benchmarks:

NFP and HFA programs provide excellent structuredfda collection. By comparing the
collected measures from each model, we have aimddvelop an overarching state structure
for data collection without adding undue burdemaditional data collection beyond what the
evidence-based models require. Standard measutdémwised for all constructs, since the
implementation of these models in North Carolinlh s@rve very similar populations.
Measures are selected to be developmentally apptepo the population served. Data will be
collected on all eligible families enrolled in howisiting programs. Data will be collected for
all constructs under each benchmark area, andwithade readily available to those carrying
out the home visiting programs for decision-makangl CQI activities Data collected under
each benchmark will be coordinated and aligned wfitier relevant State and local data
collection efforts by linking data across the coatim of health care, and also with partners in
social services and education.

Individual demographic and service-utilization dateparticipants will be collected upon
enrollment into the programs, using standard toolamon to NFP and HFA. Gathering
accurate data is the first and most important stejpis process. We will collect it through

client interviews (using standardized NFP and Hfe&siions), standardized measures (such as
the Ages and Stages Questionnaire) and stateddwahistrative data.

Proposed measures:

The below proposed measures were revised per HR8guttation from those originally
submitted in the NC MIECHV Updated State Plan. N&@#rolina proposes to show
improvement in all benchmarks, as defined by thasuees in the table below. Administrative
data proposed to be used is primarily from the Btepent of Social Services, also under the
Department of Health and Human Services in Norttoltw. The following table also
describes standardized tools we propose to usethgthintended population, and documents
the reliability/validity of the tools.



Benchmark 1: Improved Maternal and Newborn Hedittlicators

Constructs Indicator Operational Definition/Calculation Definition of  |Population |Data Source /
Improvement Measurement Tool
Prenatal Care Percent of women receivingNumber of women receiving recommended numpacreases Women Interview and web-
recommended* number of |of prenatal visits by trimester/Number of pregnarjt based management
prenatal visits by trimester. |women in program system
Parental use of |Percent of women reduce thefNumber of women who have reduced their use c[Reduces Women Interview and web-
alcohol, tobacco (use of alcohol, tobacco or illi¢alcohol, tobacco or illicit drugs from program based management
illicit drugs. drugs during pregnancy enrollment to one year post-partum/Number of system
women in program using alcohol, tobacco or illicit
drugs at program enrollment
Preconception cal|Percent of women who receiyBumber of women who receive at least one well |Increases Women Interview and web-
preconception care between |woman visit between birth of 1st child and based management
birth of 1st child and conception of 2nd child, not including postpartum 6 system
conception of 2nd child. week visit/Number of women in program
Inter-birth Average length of inter-birth |Length of time between first and second Increases Women Interview and web-
intervals interval for women who have lirth/Number of women with subsequent based management
subsequent pregnancy while jpregnancies while in the program system
the program
Screening for Percent of women screened {dlumber of women screened at program intake/ |Increases Women Edinburgh Scale fa
maternal depressive symptoms Number of women in program NFP**; Brief
depressive Symptom Inventory
symptoms. 18 for HFA***
Breastfeeding Percent of infants who rece iumber of infants who receive breast milk for at |Increases Children Interview and web-
breast milk for at least the firgteast first six months of life/ Number of infants i based management
six months of life the program system
Well-child visits | Percent of children receiving|Number of children receiving recommended wellincreases Children Interview and web-
recommended**** well-child |child visits/Number of children in program based management
visits system
Maternal & child |Percent of child program Number of child program participants with health|increases Women arithterview and web-
health insurance |participants with health insurance by three months from program Children based management

status

insurance by three months frc
program enrollment

enroliment/Number of child program participants

system

*Recommended prenatal care as specified by Guelelor Perinatal Care, 6th EditiqAmerican College of Obstetricians and Gynecolagi&tAmerican
Academy of Pediatrics, 2007)
** The Edinburgh Depression Scale “gives clinicathganingful results as a psychological screeninf tbis sensitive to change both during the cews

=



pregnancy and after childbirth. A recent reviewalidation studies of the EPDS concluded that rethslies reviewed showed high sensitivity for the
EPDS, although uncertainty remained regarding timparability between the sensitivity and specifieistimates of the different EPDS versions.”
Eberhard-Gran M, Eskild A, Tambs K, Opjordsmoei$&nuelsen SQReview of validation studies of the Edinburgh Postatal Depression ScaleActa
Psychiatr Scan@001,104:243-249. “Coxet al (1996) validated the scale for use with non-posinabmen and it has also been validated for use tivi
mothers and fathers of toddlers (Thorpe, 1993).Sdade can be administered by computer with adecqaateptability and performance (Glaze & Cox,
1991).” http://www.rcpsych.ac.uk/files/samplechapter/81di.p

*** The Brief Symptom Inventory 18 “gathers patiemported data to help measure psychological distand psychiatric disorders in medical and
community populations.” “The validity of the BSI-H$ a measure of general distress was further sigpbloy its correlations with theoretically relevan
constructs. The BSI-18's reliability was evidengeis demonstration of high internal consistencyyComm Psychol 33: 139-155, 2005.
***Recommended well child visits as specified imet Bright Futures: Guidelines for Health Supenisif Infants, Children, and Adolescents, Third

Edition.

. (American Academy of Pediatrics, 2008)

Benchmark 1: Improved Maternal and Newborn Hedbidita Collection Plan

Data Collection Plan

Constructs

Indicator

How will data be
collected

Frequency of
Collection

Link to CQI

Prenatal Care

Percent of women
receiving recommended
number of prenatal visits
by trimester.

Home visitor will ask
mothers a standard
guestion.

At each home visit

Reports can be generated aseddenin web-based case
management system ETO for all program levels (state
community, program-specific, site specific and lbygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntintsve
reports will be reviewed on a regular basis.

Parental use of
alcohol, tobacco ¢
illicit drugs.

Percent of women using
alcohol, tobacco or illicit
drugs during pregnancy

Home visitor will ask
mothers a standard
guestion.

At each home visit

Reports can be generated aseddenim web-based case
management system ETO for all program levels (state
community, program-specific, site specific and bygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntintsve
reports will be reviewed on a regular basis.

Preconception ca

Percent of women who
receive preconception cal
between birth of 1st child
and conception of 2nd
child.

Home visitor will ask
mothers a standard
guestion.

At each home visit.

Reports can be generated ededkefrom web-based case
management system ETO for all program levels (state
community, program-specific, site specific and lbygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntintsve
reports will be reviewed on a regular basis.

Inter-birth
intervals

Percent of women who
have a subsequent
pregnancy while in the

Home visitor will ask
mothers a standard
guestion.

At each home visit.

Reports can be generated adeddeom web-based case
management system ETO for all program levels (state
community, program-specific, site specific and lbygram




program

worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiats/e
reports will be reviewed on a regular basis.

Screening for
maternal
depressive
symptoms.

Percent of women screen
for depressive symptoms

¢tbme visitor will
administer screening too
(Edinburgh Scale for
NFP*; Brief Symptom
Inventory 18 for HFA**)

According to prograr

Reports can be generated as-needed from web-based ¢

lguidelines, at least atmanagement system ETO for all program levels (state

program entry and

one year post-partur

community, program-specific, site specific and lbygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiatése
reports will be reviewed on a regular basis.

Breastfeeding

Length of time infant
receives breast milk.

Home visitor will ask
mothers a standard
guestion.

At each home visit.

Reports can be generated adeddeom web-based case
management system ETO for all program levels (state
community, program-specific, site specific and lbygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiatése
reports will be reviewed on a regular basis.

Well-child visits

Percent of children
receiving recommended
well-child visits

Home visitor will ask
mothers a standard
guestion.

At each home visit.

Reports can be generated adeddeom web-based case
management system ETO for all program levels (state
community, program-specific, site specific and lbygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiatése
reports will be reviewed on a regular basis.

Maternal & child
health insurance
status

Percent of program
participants, women and
children, with health
insurance

Home visitor will ask
mothers a standard
guestion.

Monthly.

Reports can be generated as-needed frdwbased case
management system ETO for all program levels (state
community, program-specific, site specific and bygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiatése
reports will be reviewed on a regular basis.

Timeframe for collecting baseline data: Data caédcat program enrollment over the first year afiggpam implementation will be used as baseline ftatthe
program. Baseline data for individual participantl be collected at program enroliment.
All indicators would be collected and reported aadtyfor the duration of the MIECHV grant.

Benchmark 2: Child Injuries, Child Abuse, NeglectMaltreatment and Reduction of Emergency Departii&sits: Indicators

Constructs Indicator Operational Definition/Calculation Definition of  |Population|Data Source /
Improvement Measurement
Tool
Visits for children to the ED |Percent of children with |[Number of ED visits/ Number of children Decreases Children | Interview and w

from all causes.

emergency department
visits for any reason

enrolled in the

program

based manageme
system

2b-




Visits of mothers to the ED |Percent of mothers with |Number of ED visits/ Number of children Decreases Mothers | Interview and wgb-
from all causes. emergency department |enrolled in the program based managemept
visits for any reason system
Info or training on preventioPercent of participants whNumber of participants receiving info or trainiritncreases Families | Interview and web-
of child injuries such as safereceived educational on injury prevention/Number of families enrolled based managemept
sleeping, shaken baby information on safety and|in the program. system
syndrome, or traumatic braifprevention of child injuries
injury.
Incidence of child injuries |Percent of children who |Number of enrolled children who have injuries|Decreases Children | Interview and web-
requiring medical treatment|have injuries and ingestions equiring medical treatment either at based managemept
ingestions requiring emergency department or doctor’s office/Numper system
medical treatment of children enrolled in the program
Reported suspected Percent of children in the |[Number of suspected cases of maltreatment ¢Decreases Children | Administrative
maltreatment for children in|household with suspectedchildren in the household/ Number of children|in child welfare data
the program** maltreatment reported  |the household
Reported substantiated Percent of children in the |[Number of substantiated cases of maltreatme [Defreases Children | Administrative
maltreatment for children in|household with children in the household/ Number of children|in child welfare data
the program** substantiated maltreatmefhe household
reported
First-time victims of Percent of children in the |[Number of children in the household who are |Decreases Children | Administrative

maltreatment for children in
the program.**

household who are first-
time victims of

first-time victims of maltreatment/ Number of
children in the household

maltreatment

child welfare data

** Data will be stratified by age category (0-12 ntles, 13-36 months and 37-84 months) and maltredttyipe (neglect, physical abuse, sexual abuse,
emotional maltreatment and other). Data use agnetsméll be established with the Department of &b8kervices to facilitate data sharing for thisidadior.

Benchmark 2: Child Injuries, Child Abuse, NeglectMaltreatment and Reduction of Emergency Departriesits: Data Collection Plan

Data Collection Plan

Constructs Indicator How will data be collectedFrequency |Link to CQI

of

Collection
Visits for children to the EllPercent of children with [Home visitor will ask At each Reports can be generated as-needed from web-based ¢
from all causes. emergency department |mothers a standard home visit |management system for all program levels (state ,

visits for any reason

guestion.

community, program-specific, site specific and bygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiatése
reports will be reviewed on a regular basis.




Visits of mothers to the EC
from all causes.

Percent of mothers with
emergency department
visits for any reason

Home visitor will ask
mothers a standard
guestion.

At each
home visit

Reports can be generated as-needed from web-based ¢
management system for all program levels (state ,
community, program-specific, site specific and bygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiats/e
reports will be reviewed on a regular basis.

Info or training on
prevention of child injuries
such as safe sleeping,
shaken baby syndrome, ol
traumatic brain injury.

Percent of participants
who received education:
information on safety an
prevention of child
injuries

LHome visitor will documer
ih web-based managemel
$ystem when information
training is provided

Ongoing

—

Reports can be generated as-needed frbnbased case
management system for all program levels (state ,
community, program-specific, site specific and bygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiats/e
reports will be reviewed on a regular basis.

Incidence of child injuries [Percent of children who [Home visitor will ask At each Reports can be generated as-needed from web-based ¢
requiring medical treatmerjhave injuries requiring |mothers a standard home visit. |management system for all program levels (state ,
medical treatment guestion. community, program-specific, site specific and bygram
worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiats/e
reports will be reviewed on a regular basis.
Reported suspected Percent of children with |Administrative report Monthly Reports can be generated as-needed frordbaséd case
maltreatment for children ifsuspected maltreatment|obtained from DSS management system for all program levels (state ,
the household** reported (information-sharing community, program-specific, site specific and bygram
agreement) worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiats/e
reports will be reviewed on a regular basis.
Reported substantiated |Percent of children with |Administrative report Monthly Reports can be generated as-needed frordbaséd case
maltreatment for children ifsubstantiated obtained from DSS management system for all program levels (state ,
the household** maltreatment reported |(information-sharing community, program-specific, site specific and bygram
agreement) worker). Reports will document completeness of @atiay
and rate for current indicator. State-level adntiats/e
reports will be reviewed on a regular basis.
First-time victims of Percent of children who |Administrative report Monthly Reports can be generated as-needed frordbaséd case

maltreatment for children i
the household **

are first-time victims of
maltreatment

obtained from DSS
(information-sharing
agreement)

management system for all program levels (state ,
community, program-specific, site specific and bygram
worker). Reports will document completeness of @astiay
and rate for current indicator. State-level adntiatése
reports will be reviewed on a regular basis.

Timeframe for collecting baseline data: Data caéidcat program enroliment over the first year afgpam implementation will be used as baseline fiatthe
program. Baseline data for individual participantt be collected at program enrollment.




} All indicators would be collected and reported aadtyfor the duration of the MIECHV grant.

Benchmark 3: Improvements in School Readiness annief&ement: Indicators

emotion regulation and
emotional well-being.

behavior, emotion regulation and
emotional well-being improve owvi
one year in the program

enrollment/ASQ score after one
year

Constructs Indicator Operational Definition of  |Population/Data Source / Measuremen
Definition/Calculation Improvement Tool

Parent support for Percent of parents whose screerling Increases Parents Interview and home visitd
children's learning and |[tool score for support for childreri’umber of parents whose score pn observation, web-based
development learning and development increa|screening tool after one year management system

over one year in the program increases/ Number of parents

screened

Parent knowledge of chiléPercent of parents whose screer(iigmber of parents whose score dncreases Parents Interview and home visitd
development and of theiitool score for knowledge of child |screening tool after one year observation, web-based
child's developmental |development and their child’'s  |increases/ Number of parents management system
progress. developmental progress increasescreened

over one year in the program
Parenting behaviors and/Percent of parents whose screer(iigmber of parents whose score dncreases Parents Interview and home visitd
parent-child relationshipstool score for parenting skills screening tool after one year observation, web-based
(e.g. discipline strategiesimprove over one year in the increases/ Number of parents management system
play interactions). program screened
Parent emotional well- |Percent of parents whose screer(iigmber of parents whose score dncreases Parents Interview and home visitd
being or parenting stresstool score for emotional well-beirigcreening tool after one year observation, Edinburgh

improves over one year in the |increases/ Number of parents Screening Tool, web-based

program screened management system
Child's communication, [Percent of children whose ASQ score at program Increases Children | ASQ scores, home visitor
language and emergent |communication, language and |enrollment/ASQ score after one observation, web-based
literacy. emergent literacy improve over clyear management system

year in the program
Child's general cognitive|Percent of children whose generdASQ score at program Increases Children | ASQ scores, home visitor
skills. cognitive skills improve over one|enrollment/ASQ score after one observation, web-based

year in the program year management system
Child's positive Percent of children whose positiy&SQ score at program Increases Children | ASQ scores, home visitor
approaches to learning |approaches to learning improve |enrollment/ASQ score after one observation, web-based
including attention. over one year in the program  |year management system
Child's social behavior, [Percent of children whose social ASQ-SE score at program Increases Children | ASQ-SE scores, home vis

observation, web-based
management system

-

=

-

-

itor



Child’'s physical health |[Percent of children whose growthPhysical health and developmentincreases Children | Weight, height, BMI

and development. and development are appropriatescore at program collected. Head
over one year in the program enrolliment/Physical health and circumference collected on
development score after one yea infants. Home visitor

assessment, web-based
management system

The Ages and Stages Questionnaire (ASQ), Ages tage$ Questionnaire: Social Emotional (ASQ-SE) Edidiburgh Depression Scale have psychometijic

validity and reliability. The questions asked déols to gather other data have been tested forematio assure clarity of interpretation by thesoli and nurse
home visitor, and connection to the constructsdpassessed. Additional reliability and validitytbeg of particular data elements is ongoing andeted to
those items for which the risk is greatest forriptetive problems.

“ASQ-3 has a new standardization with an unrivaarhple that closely mirrors the U.S. populatiogéography and ethnicity and includes children bf al

socioeconomic statuses. The sample includes 1&HiBBen whose parents completed 18,232 questicemdreliability, validity, sensitivity, and

specificity are all excellent: Reliability: Testtest: .92, Inter-rater: .93, Validity.82 to .88 nS#ivity.86, Specificity, .85.http://agesandstages.com/what-

is-asq/faq/

The Edinburgh Depression Scale “gives clinicallyameagful results as a psychological screening b . sensitive to change both during the courfse ¢

pregnancy and after childbirth. A recent reviewalidation studies of the EPDS concluded that retslies reviewed showed high sensitivity for the
EPDS, although uncertainty remained regarding timeparability between the sensitivity and specki@stimates of the different EPDS versions.”
Eberhard-Gran M, Eskild A, Tambs K, Opjordsmoeis&nuelsen SQReview of validation studies of the Edinburgh Postatal Depression ScaleActa
Psychiatr Scan@001,104:243-249. “Coxet al (1996) validated the scale for use with non-posinabmen and it has also been validated for uske i

mothers and fathers of toddlers (Thorpe, 1993).Sdade can be administered by computer with adeca@teptability and performance (Glaze and Co

1991).” http://www.rcpsych.ac.uk/files/samplechapter/81di .p

Benchmark 3: Improvements in School Readiness annie&ement: Data Collection Plan

| |Data Collection Plan

Constructs Indicator How will data be Frequency of Link to CQI
collected Collection
Parent support for Percent of parents whose Home visitor will ask |Scores at program |Reports can be generated as-needed from web-based
children's learning and |support for children’s learning/parents a standard |enrollment and at |case management system for all program levele(sta
development and development increases ¢jquestion and observelone year; , community, program-specific, site specific and by
one year in the program their interactions with|observations at eaclprogram worker). Reports will document
their child(ren). home visit completeness of data entry and rate for current

indicator. State-level administrative reports it
reviewed on a regular basis.

Parent knowledge of chi|Percent of parents whose Home visitor will ask |Scores at program |Reports can be generated as-needed from web-based

development and of theitkknowledge of child parents a standard |enrollment and at |case management system for all program level
child's developmental |development and their child’s|question and observejone year; , community, program-specific, site specific and by
progress. developmental progress their interactions with|observations at eaclprogram worker). Reports will document

sta

increases over one year in thaheir child(ren). home visit completeness of data entry and rate for current




program

indicator. State-level administrative reports it
reviewed on a regular basis.

Parenting behaviors anc
parent-child relationship
(e.g. discipline strategie!
play interactions).

Percent of parents whose
parenting skills improve over
pne year in the program

Home visitor will ask
parents a standard
question and observe
their interactions with
their child(ren).

Scores at program
enrollment and at
one year;
observations at eac
home visit

Reports can be generated as-needed from web-based

case management system for all program levels
, community, program-specific, site specific and by
program worker). Reports will document
completeness of data entry and rate for current
indicator. State-level administrative reports it
reviewed on a regular basis.

Sta

Parent emotional well-
being or parenting stres:!

Percent of parents whose
xemotional well-being improve
over one year in the program

Home visitor will
administer screening
tool.

Scores at program
enrollment and at
one year;
observations at eac
home visit

Reports can be generated as-needed from web-based

case management system for all program levels
, community, program-specific, site specific and by
program worker). Reports will document
completeness of data entry and rate for current
indicator. State-level administrative reports it
reviewed on a regular basis.

sta

Child's communication,
language and emergent
literacy.

Percent of children whose
communication, language ant
emergent literacy improve ov:
one year in the program

Home visitor will
Bdminister screening
#pol and observe chilc

Scores at program
enrollment and at
jone year;
observations at eac
home visit

Reports can be generated as-needed from web-based

case management system for all program level
, community, program-specific, site specific and by
program worker). Reports will document
completeness of data entry and rate for current
indicator. State-level administrative reports it
reviewed on a regular basis.

sta

Child's general cognitive
skills.

Percent of children whose
general cognitive skills
improve over one year in the
program

Home visitor will
administer screening
tool and observe chilc

Scores at program
enrollment and at
jone year;
observations at eac
home visit

Reports can be generated as-needed from web-based

case management system for all program levelte
, community, program-specific, site specific and by
program worker). Reports will document
completeness of data entry and rate for current
indicator. State-level administrative reports it
reviewed on a regular basis.

sta

Child's positive
approaches to learning
including attention.

Percent of children whose
positive approaches to learnit
improve over one year in the
program

Home visitor will
minister screening

tool and observe chilc

Scores at program
enrollment and at
jone year;
observations at eac
home visit

Reports can be generated as-needed from web-based

case management system for all program levelte
, community, program-specific, site specific and by
program worker). Reports will document
completeness of data entry and rate for current
indicator. State-level administrative reports \oitl
reviewed on a regular basis.

sta

Child's social behavior, | Percent of children whose |Home visitor will

Scores at program |

Reports camgéeerated as-needed from web-bas




emotion regulation and
emotional well-being.

social behavior, emotion
regulation and emotional well
being improve over one year
the program

tool and observe childone year;

administer screening |enroliment and at

case management system for all program levelte
, community, program-specific, site specific and by

n observations at eacjprogram worker). Reports will document

home visit

completeness of data entry and rate for current
indicator. State-level administrative reports \bitl
reviewed on a regular basis.

Child’s physical health
and development.

Percent of children whose
growth and development are
appropriate over one year in i
program

lekild.

Home visitor will
assess and observe

Scores at program
enrollment and at
one year;

home visit

Reports can be generated as-needed from web-based
case management system for all program levelte
, community, program-specific, site specific and by
observations at eacjprogram worker). Reports will document

completeness of data entry and rate for current
indicator. State-level administrative reports it
reviewed on a regular basis.

sta

Timeframe for collecting baseline data: Data caéidcat program enroliment over the first year afgpam implementation will be used as baseline fiatthe

program. Baseline data for individual participantt be collected at program enrollment.
All indicators would be collected and reported aadtyfor the duration of the MIECHV grant.

Benchmark 4: Domestic Violence: Indicators

Constructs Indicator Operational Definition/Calculation Definition of  |Population|Data Source /
Improvement Measurement
Tool
Screening for domestic violendeercent of women screer|Number of women screened for domestic  |Increases Families | Interview and
for domestic violence violence /Number of women enrolled in program web-based
management
system
Of families identified for the |Percent of women Number of women identified for the presence/latreases Families | Interview and
presence of domestic violenceidentified for the presencédomestic violence who receive referrals to web-based
number of referrals made to |of domestic violence whojrelevant domestic violence shelters / Numbel| of management
relevant domestic violence |receive referrals to relevegwomen identified for the presence of domestic system
shelters (e.g., shelters, food |domestic violence sheltersiolence
pantries)
Of families identified for the |Percent of women Number of women identified for the presence/latreases Families | Interview and
presence of domestic violenceidentified for the presencédomestic violence for whom a safety plan was web-based
number of families for which alof domestic violence for |completed / Number of women identified for the management
safety plan was completed. |whom a safety plan was |presence of domestic violence system

completed

Benchmark 4: Domestic Violence: Data CollectionnPla




Data Collection Plan

Constructs Indicator How will data be |[Frequency of Link to CQI
collected Collection
Screening for domestic Percent of women Home visitor will |At program

violence

screened for domestic
violence

screen mothers

enrollment, at one ye:
in program, and
periodically according
to model guidelines

LI;eports can be generated as-needed from web-based c
anagement system for all program levels (state ,
community, program-specific, site specific and by
program worker). Reports will document completerd:
data entry and rate for current indicator. Statelle
administrative reports will be reviewed on a regllasis

Of families identified for the
presence of domestic violenc

Percent of women
elentified for the presenc

Home visitor will
ask mothers a

At each home visit for
families identified for

management system for all program levels (state ,

Reports can be generated as-needed from web-based c

number of referrals made to

relevant domestic violence
shelters (e.g., shelters, food

pantries)

receive referrals to
relevant domestic
violence shelters

of domestic violence whistandard questiojthe presence of

domestic violence

community, program-specific, site specific and by
program worker). Reports will document completerd:
data entry and rate for current indicator. Statelle
administrative reports will be reviewed on a regllasis

Of families identified for the
presence of domestic violenc

number of families for

safety plan was completed.

Percent of women
elentified for the pr
which

completed

@f domestic violence for
whom a safety plan was

Home visitor will
ask mothers a
standard questio
and update safet
plan

esenc

At each home visit for
families identified for
the presence of
ylomestic violence

Reports can be generated as-needed from web-based c
management system for all program levels (state ,
community, program-specific, site specific and by
program worker). Reports will document completerd:
data entry and rate for current indicator. Statelle
administrative reports will be reviewed on a regllasis

Timeframe for collecting baseline data: Data caéidcat program enroliment over the first year afgpam implementation will be used as baseline fiatthe
program. Baseline data for individual participantt be collected at program enrollment.
All indicators would be collected and reported alhufor the duration of the MIECHV grant.

Benchmark 5: Family Economic Self-Sufficiency: lcatkiors

Constructs Indicator Operational Definition/Calculation Definition of Population Data Source /
Improvement Measurement Tool

Household income aniotal dollar value of all | Total household income/Total number of Increases Families | Interview and web-

benefits household income and |households in the program based management
benefits system

Employment of adult |Total number of hours  |Number of paid hours worked / Total number ghcreases Families | Interview and web-

members of the worked adults in the household based management

household system

Health insurance statyblealth insurance status ofNumber of household members with health |Increases Families | Interview and web-
all household members |insurance/Total number of household membefs in based management

the program system




Education of adult

members of the
household

education of adult
household member

S

Number of years of formalNumber of years of formal education of adult
household members/ Total number of adults i
the household

Interview and web-
based management
system

Increases Families

N

Benchmark 5: Family Economic Self-Sufficiency: D&tallection Plan

|

|Data Collection Plan

Constructs Indicator How will data |Frequency of Link to CQI
be collected |Collection
Household incoméTotal dollar value of all [Home visitor  [At program enrollmentReports can be generated as-needed from web-basednanagemer

and benefits

household income and

will ask mothers

and after one year of

—

system ETO for all program levels (state , commumutogram-

benefits a standard participation in the  |specific, site specific and by program worker). &gpwill document
question. program completeness of data entry and rate for currentaolr. State-level
administrative reports will be reviewed on a regllasis.
Employment of |Total number of hours |[Home visitor |At program enrollmentReports can be generated as-needed from web-basednanagemer

adult members of

the household

worked (paid hours
worked + unpaid hours
devoted to care of an
infant)

a standard
question.

will ask mothers

and after one year of
participation in the
program

—

system ETO for all program levels (state , comnumutogram-
specific, site specific and by program worker). 8&gpwill document
completeness of data entry and rate for currentaolr. State-level
administrative reports will be reviewed on a regblasis.

Health insurance
status

Health insurance status
of all household

Home visitor

will ask mothers

At program enrollmen
and after one year of

—

tReports can be generated as-needed from web-basednanagemer
system ETO for all program levels (state , comnmumutogram-

members a standard participation in the  |specific, site specific and by program worker). &gpwill document
question. program completeness of data entry and rate for currentaolr. State-level
administrative reports will be reviewed on a regblasis.
Education of aduliNumber of years of Home visitor  |At program enrolimentReports can be generated as-needed from web-basedmanagemer
members of the |formal education of adultvill ask mothersand after one year of |system ETO for all program levels (state , commymitogram-
household household members |a standard participation in the  |specific, site specific and by program worker). &gpwill document
question. program completeness of data entry and rate for currentaolr. State-level

—

administrative reports will be reviewed on a regblasis.

Timeframe for collecting baseline data: Data caéidcat program enroliment over the first year afgpam implementation will be used as baseline fiatthe
program. Baseline data for individual participantl be collected at program enroliment.
All indicators would be collected and reported alhufor the duration of the MIECHV grant.

Benchmark 6: Coordination and Referrals for Othem@unity Resources and Supports: Indicators

Constructs Indicator Operational Definition/Calculation Definition of Population|Data Source /
Improvement Measurement Tool

Number of families identified fofPercent of families Number of families screened who were Increases Families | Interview and we

necessary services. screened who were identified as being in need of services / based managemerit




identified as being in  [Number of participating families system
need of services
Number of families that requirefPercent of families that |[Number of participating families with Increases Families | Interview and web-
services and received a referralrexeived referrals identified need who received referrals / based managemerit
available community resources Number of participating families with system
identified needs
MOUs or other formal Number of MOUs or  |Total number of social service agencies witincreases Program| Web-based
agreements with other social |formal agreements withjan MOU or formal agreement that is newly management system
service agencies in the other social service established or renewed
community. agencies
Number of agencies with whichNumber of agencies wittNumber of partner agencies with which horflacreases Program | Web-based
home visiting provider has a cl¢which home visitors visitors communicate for the purpose of management system
point of contact that includes |regularly communicate |sharing information
regular sharing of information
Number of completed referrals | Percent of familfest t |Number of participating families with Increases Families | Interview and web-
received referrals and |identified need whose receipt of service was based managemerit
obtained necessary verified/ Number of participating families with system
services identified needs

Benchmark 6: Coordination and Referrals for Othem@unity Resources and Supports: Data Collectian Pl

|Data Collection Plan

Constructs

Indicator

How will data be
collected

Frequency of
Collection

Link to CQ

Number of families identifie

for necessary services.

Percent of families
identified for
necessary services

Home visitor will
interview families tc
assess need.

At each home visit

Reports can be generated aseddenin web-based case
management system ETO for all program levels (state
community, program-specific, site specific and bygram
worker). Reports will document completeness of @atey ang
rate for current indicator. Statevel administrative reports wi
be reviewed on a regular basis.

Number of families that
required services and
received a referral to
available community
resources.

Percent of families

that received referral:

Home visitor will
interview families tc
assess need.

At each home visit

Reports can be generated aseddenin web-based case
management system ETO for all program levels (state
community, program-specific, site specific and bygram
worker). Reports vllidocument completeness of data entry
rate for current indicator. Statevel administrative reports wi
be reviewed on a regular basis.

MOUSs or other formal

agreements with other soci

Number of MOUs or
fbrmal agreements

Home visiting
agency will keep a

Annual

Reports can be generated as-needed fronbasdd case
management system ETO for all program levels (state




service agencies in the

community.

with other social
service agencies

copy of MOUs with
other social service
agencies

community, program-specific, site specific and bygram

worker). Reports will document completeness of @atay an
rate for current indicator. Statevel administrative reports wi
be reviewed on a regular basis.

Number of agencies with

which home visiting provide
has a clear point of contact
that includes regular sharin

of information

Number of agencies
with which home
visitors regularly
gommunicate

Home visitor will
document contacts
with partner
agencies.

At each
communication
with partner
agencies.

Reports can be generated as-needed from web-based ¢
management system ETO for all program levels (state
community, program-specific, site specific and bygram
worker). Reports will document completeness of @atay an
rate for current indicator. Statevel administrative reports wi
be reviewed on a regular basis.

Number of completed
referrals

Percent of families
that received referral:
and obtained
necessary services

Home visitor will
interview families.

At each home visit

Reports can be generated aseddenim web-based case
management system ETO for all program levels (state
community, program-specific, site specific and bygram
worker). Reports will document completeness of @atay an
rate for current indicator. State-level adminisu@ateports wil

be reviewed on a regular basis.

Timeframe for collecting baseline data: Data caédcat program enrollment over the first year afiggpam implementation will be used as baseline fiatthe
program. Baseline data for individual participantl be collected at program enrollment. For pragrmeasures, improvement will be calculated as coeap

to baseline data.

All indicators would be collected and reported aadtyfor the duration of the MIECHV grant.
Data use agreements will be established with thgaPment of Social Services to facilitate data istwpfor this indicator.

j$))




Proposed Data Collection and Analysis Plan

Proposed Measuredvleasures were chosen based on the existing dég¢atoon in place in the
NFP and HFA programs. Data collection is an integaat of an evidence-based practice, and
North Carolina aims to support the programs in ta@@ing model fidelity. Thus, we have
chosen to align our data measures with the meathaethe programs collect. Because the
NFP and HFA projects in North Carolina will be sagra very similar population, the
measurements are appropriate to the populatiorytseirved by both programs.

Population Mothers during pregnancy and in the two yearsgawtum, and children through
the age of two will be assessed individually, dnelrtfamilies will be assessed as a unit. Dual
language learners, children with special healtle caeds, parents with limited English
proficiency or low literacy will be assessed wilte tappropriate supports, such as translated
tools or interpreters.

Sampling Plan North Carolina does not plan to use samplingalétl be collected on all
participants.

Data Collection Plan Ongoing data collection will take place as a fiorcof program

activities. Periodic reports will be generated asded to meet program needs for data for CQI
and decision-making purposes, to report prograneaements, and to facilitate local
partnerships. Reports will be distributed at tlaestevel to inform all partners of the progress
of each home visiting program. Federal reportirgunements will be met, including

collecting a baseline measurement at program eneoli and another measurement at one year
post-program enrollment.

Data Collection Quality Assurance Plan

State of North Carolina: The Home Visiting Program Director will directlygervise data
collection and implement a plan to insure the qualf data collection and analysis. At the
state level, the Home Visiting Data Manager williyeed to serve as the primary administrator
of measures, responsible for overseeing data ¢lieand analysis. This person is required to
have: Extensive knowledge of data managementsstali methods, and the SAS
programming language is required. This includesikedge and experience in program
evaluation, data set linkage techniques, and analtatistical methods; considerable
knowledge of state and federal laws and regulagp@ntaining to the collection, transfer, and
storage of confidential data; and the ability toncounicate clearly and concisely in verbal and
written forms with health professionals and theegahpublic. He or she must have a Masters
degree in public health, epidemiology, statisticsetated field and two years of consultative
experience in human services data management/eaygraduation from a four year college
or university and four years of consultative expece in a human services data
management/analysis. Data-related activities weidiupy 100% of the data manager’s time.

Local Sites:All local sites will be required contractually ¢ollect and submit specified data
using ETO.



Metrics Identification Plan Scores, percentages, counts and rates approfwritite measures
have been selected and included in the table above.

Data Analysis Plan Aggregate groupings according to program neetidwicreated by
request. Some common aggregate groupings useasaleo health disparities include race,
gender, age, disability status and income. Byriiiggour reports based on sub-groups within
the populations served, it will be possible totierttarget our efforts to achieve the best
possible outcomes. As collected data is evaluatealyses will be conducted to compare
outcomes based on ethnicity and age group thoutihtiae relatively low client count,
nonparametric and qualitative methods may providesnmnsight on differences than
guantitative analysis on outcomes.

Demographic and service-utilization data plaNC MIECHV will gather and analyze service
and demographic data of enrolled families in otdeassess both process and outcome
measures. This disaggregated data will be analgizkshst every 6 months and brought to
program leadership and the CQI team. This datidbeitritical for program leadership in
determining program modifications and resourcecalions.

Benchmark data for CQI planThe NC MIECHV CQI plan consists of two parts,tetievel
CQI and local efforts. For these two parts, théection and analysis of benchmark and
construct data through a state data collectioreayss$ critical to our CQI process. A thorough
discussion of how we will use benchmark data fol @Qncluded in Section 7.

Data protection plan The NC Department of Health and Human Servicesahsecure
computer network that assures HIPAA complianceughoencryption, user passwords, and
HIPAA compliance monitoring. Further, the DivisiohPublic Health has specific staff, a
HIPAA compliance officer that assures staff isried and records are maintained as indicated
to assure HIPAA compliance. All personnel receeguired training data safety, HIPAA, and
confidentiality. Programmatic safeguards includekéa file cabinets and locking briefcases to
keep information secure while out in the communi8gned confidentiality agreements are in
place for all staff. All community home visitinggagrams will follow all national model
program standards for assuring the security ofarogdata it maintains For example, the
NFP data portal enables programs to enter dat&gweteports, and manage data only if they
have a significant program role, successfully catgNFP training, and are approved by
NFP. This system uses VeriSign 128-bit Securitgrigotion to prevent entry by unauthorized
persons.

Anticipated Barriers or ChallengesThere are significant barriers to collection of tlemarks
around Child Injuries, Child Abuse, Neglect, or Mahtment & Reduction of Emergency
Department (ED) Visits. The collection of this immation will rely on the legal guardian of

the child signing a release to provide our agemcgss to those administrative data. Being able
to collect assessment data at least twice a ydlaraguire ongoing engagement with a family.

It is inevitable that some clients will decline\dees prior to program completion. Home
Visitors will follow model guidelines for addresgimttrition. As many data points as possible
will be collected from clients to enhance matchiegween client and the administrative
information.



SECTION 6: STATE ADMINISTRATION OF THE STATE HOME VISITING
PROGRAM

The lead agency for the Program for State and Lotavels

State of North Carolina

The lead agency, as appointed by Governor Bevergu®, is the NC Department of Health
and Human Services (DHHS). The NC MIECHYV is adntarisd within the Division of Public
Health. DHHS contains many of the public agencibese participation will be necessary in
the development and implementation of a comprekendan including public health, mental
health, social services, Medicaid, child welfare¢ational rehabilitation, substance abuse, and
child development programs. The project is housdtie Women's and Children's Health
Section (WCHS) of the Division of Public Health.el'mission of WCHS it assure, promote
and protect the health and development of famiigls emphasis on women, infants, children
and youth WCHS programs place a major emphasis on the giopvdf preventive health
services beginning in the preconception periodetdnding throughout childhood.

Local Sites

Geographic Area Lead Site

Buncombe County zip codes 28715, 28748, 28801, | Buncombe County Department of Health (BCDH)
28803, and 28806

LesseBurke County (excluding pockets of affluence| Barium Springs Home for Children
in identified neighborhoods)

Northeast Centrdburham zone (a 120 block area) in| Child and Parent Support Services, the Center fddC

Durham County & Family Health.

Gaston County (38 census tracts) Gaston County Health Department
Northampton, Hertford, Halifax and Edgecombe Northampton County Health Department.
Counties

Robeson and ColumbusCounties Robeson County Health Department
Yancey and Mitchell Counties Toe River Health District

A list of collaborative partners in the private arglblic sector

State of North Carolina

The NC-MIECHYV program is supported by collaboratgpagtners at the state level, including
the NC Division of Social Services (agency for @il of CAPTA), the NC Head Start
Collaborative Office, the NC Division of Mental H&#@Developmental Disabilities/Substance
Abuse Services, the North Carolina Early Childhdal¥isory Council (ECAC), the North
Carolina Division of Child Development and Northr@lana Partnership for Children.

Local Sites

All local sites are required to establish collabioearelationships with early childhood system
stakeholders in their communities, including but limaited to obstetrical providers, pediatric

providers, local health departments, local Partnpssfor Children, early intervention service
providers, and local school districts.

Management Plan for State and Local Levels
State of North Carolina




The lead agency for NC-MIECHV, as appointed by GooeBeverly Perdue, is the NC
Department of Health and Human Services (DHHS).MIECHYV is administered within the
Division of Public Health.

The program is housed in the Women's and Childiée&dth Section (WCHS) of the Division
of Public Health. The mission of WCHStsassure, promote and protect the health and
development of families with emphasis on womeanisf children and youthn addition to

the HC Home Visiting Program, the WCHS also houkesarly Childhood Comprehensive
Systems grant, the NC Linking Actions for Unmet Bieén Children’s Health (LAUNCH), the
Child Care State Nurse Consultant and the Execltikector of the NC Child Fatality Task
Force. The NC MIECHYV has its own Program Direct@ura Louison, who will be dedicated
exclusively to this program. Ms. Louison also sergea the Early Childhood Leadership Team
with other Division of Public Health staff to assigtrong collaboration among other early
childhood programs. The NC-MIECHV team is devotedgsively to this program, and
consists of the NFP Consultant, a Data ManageraaBuasiness Services Coordinator.
(Attachment 3: Project Organizational Chart).

The NC-MIECHYV team is supported by a contract wiith National Implementation Research
Network (NIRN), who have been contracted to provetghnical assistance to the Division of
Public Health regarding implementation of the NCHkgram. NIRN will work with key
state-level stakeholders (e.g. Head Start, NCP€,Otrke Endowment, and The Alliance), as
well as key stakeholders at the county level tédaumplementation capacity. NIRN will work
with programs to develop their capacity to fullydaeffectively implement their evidence-based
home visitation models so that the intended outofoechildren and their families are
achieved.

The Governor’s Early Childhood Advisory Council leggeed to be the advisory council for the
NCHV Program. The Governor has called upon thetiNGarolina ECAC to lead the state in
creating and sustaining a shared vision for younlgleen and a comprehensive, integrated
system of high quality early care and educatiomilfastrengthening, and health services that
support ready children, families, and communities.

Buncombe

Buncombe County Department of Health (BCDH) islde& agency for the implementation of
NFP. The NFP is a part of the Community Health §iam. The Community Health Division
Program Managers meet individually with the Divisidead on a weekly basis and as a group
monthly. The Program Managers are part of the &esnip Team that meets every two weeks
Two Human Service Planner/Evaluators support thekwbBCDH programs and provide
assistance in identification of quality measuredadollection, analysis and presentation.

Burke County

As the parent agency of Catawba Valley Healthy kasiBarium Springs Home for Children
will be responsible for ensuring the successfullementation of the HFA expansion initiative.
CVHF has an administration and staff that are wslkalled and experienced in successfully
implementing the HFA model. Jeannie Ownbey has ltlee CVHF Program Director since
the program’s inception in December, 1999. Jeamsradicensed teacher with BS and MA




Degrees in Special Education from Appalachian Staigersity. All staff received Healthy
Families role specific training from a Certified AHraining Provider and Family Support in
Practice training from Barium Springs’ Family-Cemtg Training Division.

Durham

The expansion dflealthy Families East Durhanmvill be supervised by Jan Williams, LCSW,
who has directed thidealthy Families Durhamprogram for the last twelve years. Dr. Robert
Murphy and Dr. Karen O’Donnell, both child psychgikts with strong monitoring and
evaluation backgrounds, will oversee the evaluapmrlity assurance, and quality
improvement process.The referral proced3uaham Connectwiill be overseen by Jeannine
Sato, Coordinator. David Reese, Executive DirectdDCI, will be responsible for

community public relations, publicity, and linkirgher providers in the targeted neighborhood
to Healthy Families East Durhamo ensure that all eligible families are referred.

Gaston

The Gaston County Health Department will be resiiba$or implementing NFP in Gaston
County. NFP will be conducted under the auspicesuoPersonal Health Services Division.
NFP would have its own program supervisor, who wdid dedicated exclusively to this
program. Velma Taormina, MD, our Medical Directodaan Obstetrician will serve as
program champion, providing clinical guidance foogram success. Health Director,
Christopher Dobbins, MPH, would provide guidancen@naging political and community-
related issues, and Cynthia Stitt, interim Perséteallth Services Administrator, will directly
supervise the NFP Supervisor.

Northampton
The Northampton County Health Department will seagehe lead agency and assume total

responsibility for ensuring the successful impletagan of the program. Sue G. Gay, RN,
Health Director for the Northampton County Healtbpartment will have ultimate
responsibility for the program. The NFP Supervisdl report directly to the Health Director
as well as the Clinical Nursing Supervisor and suipe the four home visitors and the
administrative staff. Northampton County Health Brement will house the NFP Supervisor,
the administrative staff and one of the four honsgtars. Each of the other three home visitors
will be located in the other three Health DeparttaeSupport will be provided to the staff and
the program by lead staff from the respective heddipartments.

Robeson County

The lead agency for the program will be the Rob&3ounty Department of Public Health. The
Robeson County Health Department will administerhiP program and serve to monitor the
quality of clinical and supportive services that arpart of the model. The NFP nurses will be
employees of the Robeson County Health Departmarddyve the Columbus County area. As
employees of Robeson County, all cost will be cetldry Robeson County Health
Department. Columbus County will provide office spat no cost for the nurses and space to
store the needed supplies and equipment for thgrgoma Program supervision will be provided
by Robeson County staff. A Columbus County Superwsll be identified as the Columbus
County liaison for the NFP staff who works in thel@nbus County Health Department. This
person will collaborate with the Robeson County Ngtiervisor to assure that the Columbus




County NFP staff are fully integrated into the Gohus County Health Department and assist
in making linkages with other agencies.

Yancey-Mitchell

Toe River Health District (TRHD) is the lead ageralthe implementation of HFA in these
counties. TRHD will enter into contracts with otlgartners that have different areas of
expertise and will be responsible for assuring thatterms of the contracts are met,
terminating contracts if necessary and locating reseurces to ensure desired outcomes. The
Toe River Health District (including both Yanceydadlitchell County Health Departments),
Yancey County Child Advocacy Center, Mitchell-Yapd@artnership for Children, and

Barium Springs Home for Children will work in a nat collaboration to provide supervision
to the HFA Program.

Plan for coordination of referrals, assessment, aimdake processes across models

While the NCMIECHYV Program currently is only fundimne home visiting model per
community, there may be a number of other familgrgjthening programs in existence within
the communities that may be funded with a combomatif public and/or private funding.
Possible other programs include: Pregnancy Mediocahe and CC4C, care management
services provided for pregnant Medicaid recipiemd Medicaid and non-Medicaid children
birth to 5 years of age who are determined to lyeght risk; Adolescent Parenting Programs;
Strengthening Families programs; Incredible Yeaogirams, or other home visiting programs,
including HFA, PAT, Early Head Start/Home Basedi@ptor NFP. If communities have
more than one home visiting program, they are requo have a central referral, intake, and
triage process to assure that families are dirdciéide most appropriate family strengthening
services based on the strengths and needs ofrthly fand services available in the
community. In addition, funded sites are encouragaslork with all early childhood service
agencies in the community to develop an early bloidi system of care for families and young
children.

Identification of other related State or local evation efforts of HV programs

State of North Carolina

The Alliance for Evidence-Based Family Strengthgrifnograms (The Alliance) is a
collaborative network of public and private fundesso support the replication of specific
evidence-based programs for children and famileesss NC. Alliance members are
committed to funding programs that have strongktracords of producing results for children,
families, and communities, and to funding the neadé&astructure for quality implementation
of those programs. While the members of the Atlaimdividually fund a range of diverse
programs and services across NC, the Alliancevs callaboratively supporting three
evidence-based programs (EBP) with the goal oéwide replication. These programs are:
the NFP (NFP), the Incredible Years (1Y), and theiggthening Families Program (SFPhe
Division of Public Health houses the Evidence-Basanhily Strengthening Programs Program
Coordinator, but it is unfilled and frozen due tats hiring prohibitions. The Executive
Director of the Child Maltreatment Prevention Leathgp Team (CMPLT) has, in the interim,
taken the lead on parenting programs.

Buncombe



The NSO and University of Colorado Prevention Rede&enter for Child and Family Health
has chosen Buncombe NFP as one of 3 researchrsitesnation to implement the second
feasibility wave of a research based curriculumviimas Dyadic Assessment of Naturalistic
Caregiver-child Experiences (DANCE). Buncombe se&lgcted as a site due to the strength of
the program and capacity of the Supervisor andesuis implement a rigorous research design.

Burke
None to report.

Durham

In 2002, the Duke Endowment funded the Durham Ramitiative (DFI; P. I. Kenneth

Dodge, Ph.D.). DFI involves a number of family,gidorhood, and policy level interventions
aimed at facilitating the healthy development afdrlen and families, thereby reducing child
maltreatment. The evaluation of the effectivenddh®Healthy Families Durhans one
component of that initiative designed to develdpdive strategies for reducing maltreatment
that can be disseminated to other counties in Noattolina, if successful. The specific aim of
the evaluation is to test the existiHgalthy Families Durhammodel for effects on child and
family functioning, positive family support for ttahild, knowledge of child development and
needs, and the prevention of child abuse and nedlbe study is progressing as planned. A
total of 428 pregnant women were referred to tlogam, and 343 (6 of which were
withdrawn after consent, so current accrual=33nseated to be randomized. Participants
were randomized by English speaking and Spanisikspg groups. All of the birth
assessment, year 1 and year 2 assessments havabhg#ated. The final evaluation, when the
participating child is 3 years will be completedie first quarter of 2012. The data will be
evaluated to determine whether the home visitimgram is associated with less child
maltreatment and whether the child and child/parelationship is improved by the program.

Gaston

PAT, the only current home visiting program in @asCounty, uses the curriculum-specific
evaluation, “Born to Learn Parent Knowledge”, whadks 32 questions and is administered at
the beginning and end of the first year of prograrplementation. The Cooperative Extension
also administers a questionnaire from the Northolia Partnership for Children, the program
funder, to count referrals made for participants greir acquired knowledge and skills.

Northampton
The PAT program has an evaluation component madidgtéhe funder and the sponsoring

organization. Locally, Smart Start requires datibection for all funded programs that is
consistent with their Performance Based Incentiy&e®n. PBIS is a comprehensive collection
of 24 population-level indicators that track healtmditions for young children. Additionally,
specific programmatic tools were required for outecevaluation and quality improvement.

Robeson
None to report.

Yancey-Mitchell
None to report.




Job descriptions for key positions, including reses]

State MIECHV Tean{See also Attachment 4)

The Program Directoris responsible for new site development and comtyys@nning to
ensure that all local communities who plan to imptat EBHVP have the knowledge, skills,
tools, and support needed to sustain the prograhbaitd strong teams. The Director is
responsible for fiscal and program oversight, exdun monitoring, budget management and
contracts administration. A resume for Laura Lonj9ddSW, MSPH, Program Director is
included in Attachment 4.

TheNFP State Nurse Consultans responsible for clinical oversight to local NEies and
policy and workforce development. This positionwges that all nurse-home visitors and their
supervisors are prepared and supported in dely®FP, with fidelity to the model, to diverse
communities and families and helps local teamgpnét client data for quality improvement.

The range of duties for tHeusiness Services Coordinatdncludes administrative and

program support, budget management, program magketustomer service, event planning
report writing, summarizing/reconciling information financial data, record management, data
review, and contract service monitoring and tragrfior local staff This position will be
supervised by the Program director.

TheHome Visiting Data Manageis responsible for performing collecting and coexpl
statistical analyses of data from a wide varietgairces including but not limited to the State
and National Home Visiting Benchmarks/ConstruciRF8S, the National Early Childhood
Home Visiting Survey, and CMIS data. This data wddress all age groups, racial/ethnic
groups, socioeconomic groups, geographic areakendnvironments in which families
receiving MIECHHYV services are provided. The pasitwill be supervised by the NC
MIECHV Program Director and work closely with the® Practices Unit.

An organization chart.
See Attachment 3 for an organizational chart.

Plan to meet legislative requirements

State of North Carolina

As lead agency for the NC MIECHYV, the Division aftific Health will work to meet
legislative requirements for the NC MIECHYV by plagihighest priority on conducting home
visiting models with fidelity, delivering high-quat services, and assuring we achieve Federal
program expectations. To achieve these ends, thisi@n of Public Health will: hire qualified
staff; require them to complete program trainingeseduled; provide the NCHV Program
Director with offices for reflective practice anebim meetings; recruit additional NC MIECHV
staff; maintain strong relationships with prograartpers; collect and submit required data to
the Federal Project Officer; and, assure the NCGHE Program Director meets program
standards.

Laura Louison is the NC MIECHYV Program Directospgmn. We will assertively recruit
additional staff (NFP State Nurse Consultant, RaogAssistant, and Data Manager) through



the state personnel system, colleges, universéras professional organizations in our state.
We will achieve staff competency through trainimgl aeflective supervision.

Local Sites

All local sites will be contractually required tearuit competent staff, and provide them high
quality training and one-to-one supervision in ordemeet legislative requirements. Local
contracts will require model fidelity, and sitedlweceive support from both the NC MIECHV
team and National Service Offices to achieve figieli

Plan to comply with any model-specific prerequestfor implementation

During the Request for Application process, applisahat submitted an application and
advanced to the second level of review via a s#i¢ were interviewed about the prerequisites
for implementing their proposed evidence-based hasigng model to ascertain their
understanding and ability to comply with the mogkgjuirements. Pending final approval, the
seven sites proposed for funding will each receigentract that will include specific language
regarding implementation of the proposed model dbaseprerequisites, implementation
requirements, complying with model fidelity, anghoeting requirements. In addition, NC
MIECHYV staff will be monitoring adherence to corraeliverables per the Division of Public
Health Subrecipient Monitoring Plan. Any projdeat falls below minimal expectation will be
reported to the model developer and will be putanradcorrective action plan to be brought back
into compliance. Program staff, with the assistanicthe model developer/purveyor, will be
available to assist the local program in maintajrfidelity to the model.

Strategies for making modifications needed to belsthe State administrative structure
DPH will both expand the state’s existing infrasture and implement new home visiting
initiatives in communities where children are aajest risk for poor outcomes. NIRN has
been contracted to provide technical assistanbethtthe State and local level to develop a
solid infrastructure that will support implementatiof evidence-based home visiting
programs. DPH will expand the state-level infrasture needed to effectively support
programs by hiring NC-MIECHV dedicated staff.

Any collaborations established with other State lyachildhood initiatives

The proposed project builds on an existing pubtiggte initiative to increase EBHV programs
across the state; it will also link this projecthwarious state-level early childhood initiatives
housed within DPH such as the Early Childhood Cahensive Systems (ECCS) initiative,
Project LAUNCH, and the Child Maltreatment Leadgvdhitiative. To develop an integrated
infrastructure across home visiting programs, DRHoellaborate with other organizations to
develop a state-wide home visitation referral giggstem that aims to match families with
appropriate level of services. The ECCS granb#ocated in the same administrative section
to facilitate collaboration. The ECCS grant hasvided support for the beginning of the
Governor’s Early Childhood Advisory Council (ECA@)ade up of public and private early
childhood agencies and organizations, and foundiatioat support early childhood initiatives
in North Carolina. The ECAC has been named thésady council for this grant.



SECTION 7: STATE PLAN FOR CONTINUOUS, QUALITY IMPR OVEMENT

The NC MIECHV CQI plan consists of two parts: thats-level CQI effort, and the CQI
processes for local sites. The collection and amalyf benchmark and construct data through a
state data collection system, as described in@ebtiis critical to our CQI process. The
following summary of the state CQI plan is drawonfrthe NC MIECHV Updated State Plan.

Part One: STATE LEVEL COI

|. Framework

The NC MIECHV CQI Team is responsible for the caoation, planning, design, and
implementation of the CQI plan under the directddthe NC Home Visiting Program Director.
Quarterly, or more frequently, monitoring of thepmvement plan will be implemented. The
state team will consist of individuals and agergyresentatives from the NC MIECHYV team,
the NC State Center for Health Statistics, othgrdtate-level stakeholders and one or more
representatives from community home visiting pragga

Il. Data Collection

The CQI process will be data-driven through thdyais of home visiting benchmarks,
constructs and performance measures. Procesdlartheeasures will be selected as deemed
necessary and appropriate by the CQI team. Datdaspwill be compared to desired outcomes.
State and community home visiting program managélsead their respective CQI team in the
collection of data from the home visiting databasd client surveys. Data will be analyzed at
least quarterly and presented at CQI leadershigingse and continuously at all other meetings.

lll. CQI Process
The NC MIECHYV team will utilize Model for Improveméeand Lean process tools. State and
local teams will include those who work closelyihe areas of concerns.

V. Use and Communication of Quality Information to Makimprovements

Reports, with findings based on improvement effosifl be issued following CQI meetings to
personnel throughout the agency. These reportbegystematically reviewed and discussed
and will provide information useful for improvingggrams and practice. Data-driven
information will be analyzed and utilized duringr@gular meetings at all levels of the program;
from management to implementation team.

V. Support

To help assure the success of our CQI plan, we baMmerelationships with two existing
organizations in the state, the North Carolina €efur Public Health Quality (NC CPHQ) and
the National Implementation Research Network (NIRNhese organizations are experts in the
field of quality improvement and will be utilized provide on-going technical assistance and
training to this CQI effort. The North Carolinar@er for Public Health Quality (NC CPHQ)
collaborates with state and local partners to gl®waining in quality improvement (QI)
methods and tools and develops, leads, and supiatsgic QI initiatives for the Division of
Public Health and local public health agencies anth Carolina. NC CPHQ aims to create an
infrastructure to foster and support CQI and leagramong all public health professionals in
North Carolina. In addition, NIRN will work diregtwith state and local agencies to build



capacity to use and embed continuous quality imgmment processes into the standard ways of
work to support quality implementation of effectisteategies.

Part Two: COMMUNITY LEVEL COI:

The NC Early Childhood Home Visiting program wiisure local CQI processes through state
contracting that includes required subrecipient mooimg. All local sites receiving state funds
to support evidence based home visiting will baunegl to develop, maintain, and implement a
CQI process. The sites will be required to demaitestevidence of a functioning and effective
CQI process through the submission of quarterlpmspand subrecipient monitoring audits.
Local sites will receive training and or techniaakistance to establish and operate a CQI team
from sources including NC-CPHQ, NIRN, NFP, and HFA.




SECTION 8: STATE TECHNICAL ASSISTANCE NEEDS

NC MIECHYV needs or anticipates technical in thédwing areas:

» strategies to build a sound state and local imuasire which support quality replication
of evidence-based home visitation programs,

» development of innovative delivery strategies tplement the selected model in rural
communities with model fidelity,

» adaptation strategies for implementation of evigelbased home visitation models with
special populations,

» development and delivery of effective messagingraadketing to build political
support; and

* integration of model-specific management informasgstems into a state-level data
base used by DPH administrators and policymakers.

NC will need technical assistance (TA) on strateggebuild a sound state and local
infrastructure as well as development of a serg@esery system necessary to implement and
sustain EBHVPs that adhere to the fidelity of ttreadels and also meet the unique needs of NC
communities. We will require TA to develop a mottel capacity building in low capacity/ high
need communities to implement EBHVPs as well adeteelop innovative delivery strategies to
implement EBHVPs in rural communities with modeldiity. Additionally, we will need TA, as
well as the consent of program developer(s) to logvadaptation strategies for implementation
of EBHVPs with special populations- specificallyetimilitary and Native Americans. NC has a
significant presence of various branches of thesdrforces with six military installations, and
has the eighth largest Native American populatiothe United States.

North Carolina will receive support from the Nat@bmmplementation Research Network
(NIRN) and the National Service Offices in theseast The National Service Office of NFP as
well as Prevent Child Abuse America (purveyor of)will work with us to develop
innovative delivery strategies to implement NFP B#A in the six rural communities with
model fidelity. DPH is contracting with NIRN to asisin building a quality infrastructure which
has the capacity to support our home visitatiortinonm both at the state and local levels.

Finally, a challenge for NC will be to develop dfeetive marketing strategy for the expansion
and sustainability of a full continuum of home tasion programs which meets the level and
intensity of the individual family’s needs. We haparticipated in a six month Frame Works
Institute Study Circle and understand the need@mmessaging to be systems change oriented.
Continued TA in the development and delivery oéefive messaging to build political support
would be helpful to assure an ongoing state investrm building a continuum of evidence-
based home visitation programs in NC. We are alwegdy to improve our planning,
implementation; messaging and evaluation strateggi€éBA in any or all of the areas mentioned
above would be welcome.



SECTION 9: REPORTING REQUIREMENTS

The NC Division of Public Health, Children and YbwBranch will provide an annual report to
federal officials including the Secretary of thedaement of Health and Human Services in
accordance with all legislative requirements, idatg required dates and formatting
specifications. The report will specifically adgsethe following six reporting areas:

A. State Home Visiting Program Goals and Objectives

* Progress made under each goal and objective dilmngeporting period, including any
barriers to progress that have been encounteredteatdgies/steps taken to overcome them;

» Any revisions to goals and objectives identifiedhie Updated State Plan; and

* A brief summary regarding the State’s efforts tatabute to a comprehensive high-quality
early childhood system, using the logic model pdedi in the Updated State Plan. Any
updates or changes to the logic model will be noted

B. Implementation of Home Visiting Program in Targded At-risk Communities
Six at-risk communities have been targeted foirif@ementation of evidence based home
visiting programs. These community sites are megi ithrough contracts with the state, to
submit mid-year and year end reports. Throughetlsée specific reports and through the
development of a state aggregated implementatportethe State will have the qualitative and
guantitative data necessary to address the follpwpdates:
* An update on the State’s progress for engagingtisk communities around the proposed
State Home Visiting Plan;
» Update on work-to-date with national model devets@ad a description of the technical
assistance and support provided to-date throughdtienal models;
» Based on the timeline provided in Updated State,Rla update on securing curriculum and
other materials needed for the home visiting pnogra
» Update on training and professional developmentides obtained from the national
model developer, or provided by the State or thelémenting local agencies;
» Update on staff recruitment, hiring, and retenfimnall positions including subcontracts
with the at-risk communities;
» Update on participant recruitment and retentioorést
» Status of home visiting program caseload withirhesterisk community;
» Update on the coordination between home visitimgpmms and other existing programs
and resources in those communities; and
» Adiscussion of anticipated challenges to maintgjrquality and fidelity of each home
visiting program, and the proposed response testhees identified.

C. Progress Toward Meeting Legislatively Mandated Bnchmarks

The NC Division of Public Health, Children and Ybwranch, will provide an update on data
collection efforts for each of the six benchmargea, including an update on data collected on
all constructs within each benchmark area includiefinitions of what constitutes improvement,
sources of data for each measure utilized, chadteegcountered during data collection efforts,
and steps taken to overcome them. Our spec#itc ph collecting benchmark data is detailed in
Section 5.




D. Home Visiting Program’s CQI Efforts

The NC Division of Public Health, Children and Ybuwranch, will provide an update on efforts
regarding planning and implementing CQI for the leonsiting program as described in Section
7. Copies of CQI reports developed addressing dppives, changes implemented, data
collected, and results obtained will be providedeg®rt attachments.

E. Administration of State Home Visiting Program

In this section of the annual report, the NC Dimsof Public Health, Children and Youth

Branch, will provide the following updates, if apalble:

» Updated organization chart;

» Updates regarding changes to key personnel;

» Updates on State efforts to meet the followingdkgive requirements, including a
discussion of any challenges encountered and &ikps to overcome any identified
challenges:

o Training efforts to ensure well-trained, competsiaff
0 Steps taken to ensure high quality supervision
0 Steps taken to ensure referral and services neswtorgupport the home visiting program
and the families it serves in at-risk communitied a
» Updates on new policy(ies) created by the Staseipport home visiting programs.

F. Technical Assistance Needs

For this final section of the required annual répitre State will discuss any updates on technical
assistance needs anticipated for implementing oheehvisiting program or for developing a
statewide early childhood system.




